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HAUSTED CONVER-TABLES 


Provide Perfect OB Patient Care 
from Receiving to Recovery 


Model 500 (Silver Luster Finish) 


Model 600 Stainless Steel) 


For every phase of your obstetrical 
service... Receiving, Emergency, 


SHOULDER RESTRAINING 
STOPS 


STRAPS 


» 


Examination, Labor, Delivery 10 4 

RUBBER 
and Recovery... versatile Hausted 0 
CONVER-TABLES are the ideal 
solution to easier, better patient care (0OWN POSITION) vere 
Many difficult or even hazardous 


patient transfers may be avoided. CRANK FOR = 
~ LIFT 
The CON‘ER-TABLE converts | 
LLY OPERATED 
in seconds from an OB and examining 
table to a stretcher, without CRANK OPERATED 
LIFT AVAILABLE STIRUPS 


ARM REST. 'N STORAGE Ze 
IN STORAGE 


Also valuable for minor surgery 


and accident cases. Above: CONVER-TABLE is in 
examining and labor position 


Lo 
BRAKE CASTER 
ALL A 


ESSORIES 


l-inch Airfoam Pad 


1. V. Stand 
Utility Tray 


AD JUSTABL 


B FOR USE AS 
CHAIR AVAIL 


UNIT WHEN NOT IN USE 


Lock and Brake Casters 
Stirrups 
Leg Holders 


Trendelenburg Lift, 
Shoulder Braces, 

Side Rails, 
Restraining Straps, 

Fowler Attachment, 
etc., are among 
the optional 


accessories that add 


to the usefulness 
of the 
CONVER-TABLE 


Here the CONVER-TABLE is used as a stretcher 


For additional information 


the CONVER-TABLE | 
Wheel tHE EL AUS IED MANUFACTURING COMPANY 


Stretchers write to: Tomorrow '’s Equipment —- Today 


MEDINA, OHIO 
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SURGILAR 


Sterile Pack Surgical Gut 
Standard Lengths * ATRAUMATIC® Needles 


Cuts preparation time 331%’ 


no more awkward tubes or reels... simple technic frees nurses 
for other duties. 


Ends broken glass hazards 


no nicked sutures ...no glass slivers . . . no punctured gloves... 
nonirritating jar solution —all important contributions to 
better patient care. 


Delivers stronger, more flexible sutures 


no kinks or weak spots from tight reel winding. . . less handling 


required ...may be removed from envelopes as needed to prevent 

drying out .... needle points and cutting edges are better protected. 
Saves money’ | 

fewer sutures damaged er opened unnecessarily .. . 30% less glove 


damage... takes half the storage space costs no more than tubes! 


1. Alexander, Edythe L.: Mod. Hosp., May, 1957. 
MORE THAN 1,500 HOSPITALS HAVE ALREADY SWITCHED TO SURGILAR 


NEW! Spiral Wound Gut 
now available in SURGILAR pack! 


Write for new product catalog. 
SURGICAL PRODUCTS DIVISION, AMERICAN CYANAMID COMPANY. DANBURY, CONNECTICUT 


WVYANANIDYD — PRODUCERS OF DAVIS & GECK SUTURES 
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QUALITY / RESEARCH /INTEGRITY 
/ 


the economy of smoother recovery 


MALEATE 


prevents postpartum hemorrhage 


‘Ergotrate Maleate’ almost completely eliminates the incidence of post- 
partum hemorrhage due to uterine atony. It also decreases puerperal 
morbidity resulting from uterine infections. : 


Supplied: In 1-cc. ampoules 


of 0.2 mg. and in tablets | 
of 0.2 mg. and are discharged without delay. 


Patients are “Sup and around”’ earlier, present fewer nursing problems, 


ELt O COMPANY INDIANAPOLIS 6, INDIANA, U.S.A. 


759012 
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your adhesive 
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... BECAUSE CURITY ADHESIVE UNWINDS WITH 


A GENTLE PULL SO ALL TAPE COMES OFF THE ROLL NEW 
Are you getting only 9 yards of tape from a 10-yard roll? @ ns 


Wasting the last 10 per cent because it won’t come off the roll? i | " 4 i. 


Then switch to New Curity Adhesive—the one that un- vy 
ADHESIVE 


winds with the same gentle pull right to the end of the roll. 
| ( BAUER & BLACK) | 


And here’s another Curity economy: Famous quality Curity 
adhesive stays fresh. It’s the easy-to-handle adhesive that 
really sticks—even after months on your shelf. 


Ask your Curity representative for a demonstration. | Division of The Kendall Company 
HOSPITALS, J.A.H.A. 
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NEW! for patients all ages 


prevents and relieves skin 


for Baby and 4 
all the Family — 


* CONTAINS HEXACHLOROPHENE 0.25 PER CENT AND 
PARA-CHLORO-META-XYLENOL 0.25 PER CENT. 
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aids healing 


Superior Antibacterial Action* 


Zones of Growth Inhibition —Agar Plate Tests 
(Zone sizes in millimeters) 


JOHNSON'S | MEDICATED | MEDICATED 


TEST ORGANISM MEDICATED 
POWDER POWDER A | POWDER B 
- Proteus vulgaris 5.0 0.0 0.0 


Micrococcus pyogenes 
var. albus 6.5 0.0 0.0 


Micrococcus pyogenes 
var. albus hemolyticus 5.5 0.0 0.0 


Micrococcus pyogenes 
var. aureus 
hemolyticus 3.5 


Micrococcus pyogenes 
var. aureus (Wellcome 
strain CN491) 6.5 0.0 0.0 


Alcaligenes faecalis 10.0 0.0 (3.0) T 


Tt PARTIAL GROWTH INHIBITION 


antibacterial: twofold antiseptic action curbs primary 


infections, helps prevent secondary infections. 


anti-urease: specific inhibition of the enzyme urease 
plus action against urease-producing bacteria checks 
formation of ammonia...prevents diaper rash and am- 


~moniacal dermatitis. |. 


superior absorption: two highly effective moisture ab- 
sorbents help keep skin cool and dry...combat macera- 
tion, chafing and irritation. . 


JOHNSON’S MEDICATED POWDER provides unexcelled 
dry lubrication as well as effective deodorizing action. 


It is ideal for sensitive skin—completely safe for babies 


and children. 
03057 


New Brunswick, New Jersey 
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assoctaiton metiings 


AS SOON AS DETERMINED, NOTICE OF YOUR ANNUAL MEETING, AT WHICH OFFICERS 
ARE ELECTED, SHOULD BE MAILED TO DEPT. AH, 18 E. DIVISION, CHICAGO 10 
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NATIONAL HOSPITAL ASSOCIATIONS 


(THROUGH JULY 1958) 


American Hospital Association 


Annual Convention — September 30- 
October 3; Atlantic City, N. J. (Hotel 
Traymore; Convention Hall) 
Midyear Conference of Presidents and 
Secretaries — January 27-28; Wash- 
ington, D. C. (Statler Hotel) 
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American Protestant Hospital Association 
— February 11-13; Chicago (Morri- 
son Hotel) 

Catholic Hospital Association—June 2] - 
26; Atlantic City, N. J. 


REGIONAL MEETINGS 


(THROUGH JULY 1958) 


Association of Western Hospitals—Apri! 


The preservation of life 


is in this glove. 


The surgeon's ‘hands, vital factors in the 
preservation of life, demand surgical gloves 
that provide the features found in . . . 


VELVETEX (Color Band Surgical Gloves 
Now treated with B1O SORB® dusting powder * 
e@ Bare Hand sensitivity 


“DERMASHIELD” protection against 
dermititis 


No talc... No irritation 
© Sleek “pull-on” 
*The powder that prevents post-operative adhesions caused by talcum powder. 


erry 


RUBBER COMPANY 
AMASSILLON, OHIO 


Soles Reps: W. A. BUSHMAN ASSOCIATES, Inc, 1841 Broadway, N.Y 23, 


21-24; San Francisco (Sheraton-Pal- 
ace Hotel) 
Carolinas-Virginias Hospital Conference 
—April 24-25; Roanoke, Va. (Hotel 

Roanoke) 

Maryland-District of Columbia-Delaware 
Hospital Association—November |8- 
20, Washington, D. C. (Shoreham 
Hotel) 

Middle Atlantic Hospital Assembly — 
May 21-23; Atlantic City, N. J. 
(Convention Hall) 

Mid-West Hospital Association — March 
24-26; Kansas City, Mo. (Municipal 
Auditorium) 

New England Hospital Assembly—March 
24-26; Boston (Statler Hotel) 

Southeastern Hospital Conference—May 
14-16; Miami Beach, Fla. (Hotel 
Fontainebleau ) 

Tri-State Hospital Assembly—April 28- 
30; Chicago (Palmer House) : 


Upper Midwest Hospital Conference -— 


May 14-16; Minneapolis (Minneapolis 
Auditorium) 


STATE AND PROVINCIAL MEETINGS 


(THROUGH JANUARY 1958) 


Alabama Hospital Association—January 
30-31; Tuscaloosa (Hotel Stafford) 
Associated Hospitals of Alberta—Octo- 
ber 22-24; Edmonton (Provincial 

Auditorium) 

Arizona Hospital Association —- Decem- 
ber 5-6; Phoenix (Hotel Westward 
Ho) 

British Columbia Hospitals’ Association — 
October 15-18; Vancouver ‘Vancouver 
Hotel) 

California Hospital Association——October 
31-November |; Long Beach (Lafay- 
ette Hotel) 

Cclorado Hospital Asscciation——October 
10-11; Glenwood Springs (Hotel 
Denver) 

Connecticut Hospital Association — No- 
vember 13; Berlin (Connecticut Light 
and Power Company ) 

Idaho Hospital Association— October 2] - 
22; Boise (Hotel Boise) 

Illinois Hospital Association——December 
5-6; Springfield (Abraham Lincoln 
Hotel) 

Indiana Hospital Association — October 
9-10; Indianapolis (Student Union 
Building, University of Indiana Medi- 
cal Center Campus) 

Kansas Hospital Association—November 
14-15; Wichita (Broadview Hotel) 
Mississippi Hospital Association —- Octo- 
ber 9-11; Biloxi (Hotel Buena Vista) 
Missouri Hospital Association — October 
31-November 2; St. Louis (Hotel 

Jefferson) 

Montana Hospital Association——October 
8-10; Billings (Northern Hotel) 

Nebraska Hospital Association——October 
17-18; Lincoln (Cornhusker Hotel) 

North Carolina Hospital Association — 
August 9; Asheville (Battery Park 
Hotel) 

Oklahoma Hospital Association——Novem- 
ber 7-8; Tulsa (Mayo Hotel) 

Ontario Hospital Association — October 
28-30; Toronto (Royal York Hotel) 


(Continued on page 96) 
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Now there’s additional proof of a fact that hospital 
authorities have long known—patients sleep more soundly, 
with greater refreshment, on Beautyrest* mattresses, made 
only by Simmons. 


Eleven years of scientific testing by the Sleep Research 
Foundation now definitely establish two important sleep 
facts for hospitals: (1) sleepers descend more rapidly 
into moderately deep and deep sleep when lying on 
Beautyrest mattresses; (2) one make of mattress — 
Beautyrest—gives longer periods of sounder moderately 
deep and deep sleep than any other mattress tested. 


The reason? Beautyrest is unlike any other mattress. 
Its springs are separately, independently pocketed to 
give over-all relaxation as they automatically adjust to 


each part of the patient’s body. 


Complete facts are yours for the asking. Send for your 
free copy of ‘“The Physiology of Sleep.” 


*Trademark Reg. U.S. Patent Office 


SIMMONS COMPANY 
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PROVES HOSPITAL VALUE 


| 
| 


spent in these beneficial sleep zones. 


CONTRACT DEPARTMENT, Merchandise Mart, Chicago 54, Illinois 


This typical chart of a Beautyrest sleeper shows rapid 
descent into sleep stages 3 and 4 and the length of time 
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ANTISEPSIS IN THE OPERATING ROOM 


Chemical antisepsis with Zephiran 1: 1000 stain- 
less tincture is a ritual in the scrub-up room. 
Zephiran is most widely used in hospitals to 
prepare personnel, patient and equipment for 
surgery. 


EMERGENCY ROOM EFFICIENCY 


Visible sterile storage with Zephiran 1:5000 to 
1:1000 aqueous solution (with Anti-Rust Tab- 
lets “Winthrop”) makes presterilized instru- 
ments, ampuls, etc., easily accessible and ready 
for immediate use. Zephiran 1:5000 solution is 
also particularly valuable and efficient in the 
cleansing and debridement of wounds 


WET COMPRESSES AND DRESSINGS 


Nonirritating antiseptic wet dressings and com- 
presses are prepared with 1:5000 Zephiran 
aqueous solution, without fuss or waste of 
time.* Zephiran is always ready to do an effi- 
cient job whatever the specific application. 


*Caution: Do not use with occlusive dressings. 


LET ZEPHIRAN WORK FOR YOU 


Zephiran is dependable, safe and economical. A refined cationic 
detergent with unusual wetting and spreading ability as well 

as a highly potent antiseptic— Zephiran kills many gram-positive 
and gram-negative bacteria in seconds. It is nonirritating and 
virtually nontoxic. Zephiran has hundreds of uses in daily practice. 


REFINED BENZALKONIUM CHLORIDE 


CHLORIDE 


ZEPHIRAN, (BRAND OF BENZALKONIUM, AS CHLORIDE, LABORATORIES, New York 18, N. Y. 
REFINED), TRADEMARK REG. U.S. PAT. OFF. 21149 ™ 
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Curved fingers permit natural, tension-free manipulation. 
Extra fullness at base of thumb allows full hand closure without binding. | 
~ Color bands on cuffs allow quick and easy size identification and sorting. 


SURGEONS GLtoOoveEes 


DIVISION O DICKINSON AND COMPANY Camtom, Ohio 
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Give Someone You Love 


A Good Start 


Now it’s begun. He’s taken the first 
step on the path to the man you hope 
he'll be. Many more big steps are to 
Medical school? Law school? 


Who knows? It’s never too early to 


come. 


begin preparing for them. All parents 
want to help a child as far through life 
as they can. His future will be more 
secure if you consider now a program 
of regular savings. Even small sums 
regularly applied to the purchase of 
U. S. Savings Bonds through the pay- 
roll savings plan will grow steadily into 
a very substantial sum. Or buy bonds 


regularly where you bank. 


PART OF EVERY AMERICAN’S SAVINGS 
BELONGS IN U.S. SAVINGS BONDS 
The U. S. Government does not pay for this 
advertisement. The Treasury Department thanks, 


for their patriotic donation, the Advertising 
Council and 


HOSPITALS 


Journal of the American Hospital Association 


BETTER BUY 


SAVINGS 
BONDS 


fnoblems 


KENNETH B. BABCOCK, M.D. 


Is it allowable to use a trained lay 
person, in our instance a former med- 
ical corpsman, as an anesthetist? 


No—under no circumstances. A 
hospital should never allow anyone 
but a physician anesthetist or a 
registered nurse anesthetist to give 
anesthetics in the hospital. 


Our hospital has two _ operating 
rooms in charge of an excellent li- 
censed practical nurse. I. Is this allow- 
able? 2. May she scrub? 3. May she 


act as circulating nurse? 


1. No, it is not allowable as far 
as the Joint Commission is con- 
cerned. Also, check your state law 
as far as your nurse practice act 
is concerned. 

2. As far as the Joint Commis- 
sion is concerned, a practical nurse 
or trained nurse aide may act as 
a scrub nurse, if she is under the 
direct supervision of a _ licensed 
graduate nurse. Again, check the 
nurse practice law in your state 
for safety and surety sake. 

3. No, a licensed practical nurse 
may not act as a circulating nurse, 
for the same reasons given in the 
first part of this answer. 


Should the consent for autopsy be 
kept on the chart or should the path- 
ologist keep it in his files? 


Preferably the consent for au- 
topsy should be kept on the chart 
and usually is, but every hospital 
should have a definite fool-proof 
procedure known to all concerned 
and followed meticulously. In 
most hospitals after autopsy per- 
mission is obtained in writing from 
the legal nearest of kin, the chart 
and the permission are placed in 


This material has been prepared by the Joint 
Commission on Accreditation of Hospitals, Dr. 
Kenneth B. Babcock, director. Questions should 
be sent to the Commission, 660 N. Rush St., 
Chicago 11, IIl., or to HOSPITALS, J.A.H.A., 
for referral to Dr. Babcock and his staff. 


@ anesthetists in hospitals 


@ practical nurse as OR 
supervisor 


@ consent for autopsy 
@ required indices 


@ graduate nurse coverage 


the hands of the pathologist or 


physician performing the autopsy. 
It is his duty to ascertain any re- 
strictions, partial permission as 
“abdomen only,” and any other 
unusual features before proceeding 


the autopsy. 


Quite a few hospitals now have 
carbon copies made at the time 
of signing of the autopsy permit 
and have the original on the chart 
and the carbon for the pathologist’s 
file. 


In a recent examination for medical 
record librarians, the following ques- 
tions were asked: What five indices are 
required by the Joint Commission? 
Which of them are the direct respon- 
sibility of the medical record librarian? 


The Joint Commission feels that 
every hospital should maintain in- 
dices on disease, operation and 
physician. There should also be at 
least a simple pathological index 
by pathological diagnosis and a 
simple roentgenological index by 
radiological diagnosis. 

The first three indices are the 
responsibility of the medical rec- 
ord librarian. The physician index 
is frequently waived in small tu- 
berculosis and armed forces hos- 
pitals. 


In a letter to us, you stated we had 
inadequate graduate nurse coverage. 
What is the Joint Commission’s inter- 
pretation of adequate graduate nurse 
coverage? 


Adequate graduate nurse cov- 
erage differs for different types of 
hospitals. In the average acute, 
general hospital it means at least 
one trained graduate nurse on duty 
every shift on each patient unit or 
area. Even a small hospital of 
25 beds must have one on each 
shift at least. A hospital, no matter 
how small, cannot be considered 
giving quality care to patients if 
it falls below this minimum. 
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FROM AMERICAN 
22" DIAMETER 
MINOR SURGICAL 
LIGHTS... 


illumination for all 

obstetrical and lesser 

surgical procedures . . . with ample 
scope for the unanticipated 

major procedures which may be 


encountered. 


FEATURES 
@ 22” reflector gives greater shadow reduction. 


@ A selection of light patterns accommodates 


large incision as well as minute opening surgery. 


@ Sterilizable control handle permits surgeon to 


direct his own light beam during procedures. 


@ Greater degree of illumination is provided 
by improved optical system .. . up to 6000-foot 


candles in the small pattern. 


_@ Open reflector saves. weight of door glass 


and is more easily kept clean. 


@ Can be supplied with Variac Control if light 


intensity regulation is desired. 


Amsco catalog number C-123 illustrates 
seven models in the new 22” series as well as 
portable, explosion-proof luminaires. 


Write for a copy. 


AMERICAN 


STERILIZER 


ERIE*PENNSYLVANIA 
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Power outages 
can do no harm 
in this hospital 


Onan Electric Plant supplies emer- 
gency power for lighting and all 
vital electrical equipment 


An Onan Emergency Power System 
protects patients and personnel. Sup- 
plies current for lighting corridors, 
operating rooms, delivery rooms, stair- 
ways; provides power for heating 
system, ventilators, elevators, X-Ray 
machines, and other vital equipment. 

Your hospital is assured of electric 
power at all times with Onan Emer- 
gency Electricity. Operation is com- 
pletely automatic. When highline power 
is interrupted, the plant starts auto- 
matically ; stops when power is restored. 

Models for any size hospital —1,000 
to 75,000 watts A.C. 


~ 
§ Complete standby systems 
at lower cost 


ae Onan Vacu-Flo cool- 
ing permits using air- 
cooled models in 
many installations at 
© considerable sav- 
y ing. Check Onan be- 
fore you specify. 


See your a Write for 
architect or o Standby 
D.W. ONAN & SONS INC. 


3387 University Avenue S.E. 
Minneapolis 14, Minnesota 
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introducing the authons 


Helen E. Walsh, chief of the Nutri- 
tion Service of the California State 
Department of Public Health, 
Berkeley, for 
the past 10 
years, outlines 
“10 Recommen- 
dations for 
Feeding Tuber- 
culous Patients”’ 
in her report on 
the health de- 
partment’s two- 
year survey of 
food service op- 
erations in 40 
California institutions receiving 
state subsidy for care of tubercu- 
lous patients (p. 68). 

Miss Walsh has been actively en- 
gaged in public health nutrition 
work in California and on the West 
Coast for more than a quarter of a 
century. After completing her un- 
dergraduate work at Iowa State 
College, Ames, Miss Walsh served 
as student dietitian at the Santa 
Barbara (Calif.) Cottage Hospital. 
For the next five years she served 
as nutritionist with the Los Angeles 
County Health Department and the 
Los Angeles County Tuberculosis 
and Health Association. In 1935 
she was appointed supervisor of 
nutrition of Los Angeles County 
for the California Relief Adminis- 
tration. 

Four years later Miss Walsh re- 
signed her position to complete 
her work toward a master’s de- 


MISS WALSH 


gree at Columbia University. From 


1940-42 she served as assistant 
professor of home economics at 


. Oregon State College, Corvallis. 


A past president of the Ameri- 
can Dietetic Association, Miss 
Walsh has also served the associa- 
tion as vice president, senior dele- 
gate at large and chairman of the 
community nutrition section. She 
is a fellow of the American Public 
Health Association. 

Robert A. Bradburn, administrator 
of Memorial Hospital, St. Joseph, 
Mich., suggests the use of the point 
scoring method for accurate and 
fair evaluation of employees in his 


article on p. 31. Mr. Bradburn re- — 


ports this system has been used 
in several Midwest hospitals. 


Mr. Bradburn came to Memorial 
Hospital in 1954 
after having 
served as ad- 
ministrator of 
Grace Hospital, 
Hutchinson, 
Kans., for. three 
years. He was 
associated with 
Columbia Hos- 
pital; Milwau- 
kee, for five 
years as admin- 
istrative assistant and later as as- 
sistant administrator. 

Mr. Bradburn completed his un- 
dergraduate work at DePauw 
University, Greencastle, Ind., and 
later did postgraduate work at the 
University of Chicago. A fellow 
of the American College of Hos- 
pital Administrators, Mr. Bradburn 
is a graduate of the Northwestern 
University course in hospital ad- 
ministration. 

Arnold F. Emch, Ph.D., discusses 
the various approaches to fund 
raising as one factor toward inte- 
grated commu- 
nity planning 
and financing 
for health and 
welfare agen- 
cies in his arti- 
cle, “A United 
Approach to 
Chaotic Char- 
ity’, (p. 41). 

Mr. Emch is a 
partner in the 
management. 
consultant firm of Booz, Allen & 
Hamilton, Chicago, and is in charge 
of its Department of Institutional 
Management. | 

Mr. Emch holds B.A. and M.A. 
degrees from the University of 
Illinois and earned his Ph.D. de- 
gree at Harvard University. 

During World War II Mr. Emch 
served as assistant to the Surgeon 
General of the U. S. Navy. 

Director of the Washington 
School of Psychiatry, Mr. Emch 
is past president of the William 
Alanson White Psychiatric Foun- 
dation. He has also served as an 
associate director of the American 
Hospital Association. 


MR. BRADBURN 


MR. EMCH 
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_Your patients will be the first to appreciate this amazing __ 


new plastic... for it doesn’t clatter or rattle, keeps the noise 
~tevel in corridors to ‘And it’s comfortable 


_items they can be readily cleaned... boiled... even steam- 
sterilized without losing their shape. They’ re lightweight, 
to carry, and won't shatter if dropped? 


GREX hetp- solve some’ of your current problems? Send” 
__ the attached coupon today for more specific information. 


STRADEMARK| FOR W.R GRACE Pog 


GRACE « co. i 
POLYMER CHEMICALS 


ik tee? 


W. R. GRACE & CO., POLYMER CHEMICALS DIVISION 
225 Allwood Road, Clifton, New Jersey 


Please send more information about new GREX plastic. 
| am interested in these uses: 


£ 


vi ION. | NAME TITLE 
i 
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672| oO i | | | | 
a 
DESCRIPTION: completely new, nigh-strenetn polyetnylen® plastic. 
w. R. Grace & CO., Polymer Chemicals Division 
| PROPERTIES: cyeritizable Rigid, extremely durable. ynbreakable- 
warm to the +oucn. Quiet. stare: Economical. | | 
Resistant to a wide variety of chemicals and pharmacee™ | 
ticals. 
praduates and beakers — 
j 
To 
54 | 
NOW FOR MORE | Bl 
NOW FOR MORE (NFORMATION 
i 
1 
i 
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service from Koroseal sheeting 


HEETING made of Koroseal flexible 

material actually lasts twice and 
often three times longer than regular 
hospital sheeting. And Koroseal sheet- 
ing is easy to work with even after long 
service. Where ordinary sheeting 
stiffens with wear and age, Koroseal 
remains soft and pliable throughout 
years of hard, ody hospital use. 

Koroseal spreads smoothly on a bed 
and conforms to body contours, It 
won't wrinkle, form hard creases or 
crack. It won't retain odors or become 
sticky or tacky. This means much more 
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comfort for the bedridden patient. 
Waterproof and practically stain- 
proof, Koroseal sheeting can be washed 
with soap or cleaned with any of 
the regular hospital cleaning fluids. 
Foods, alcohol, almost anything can 
be cleaned from it—sometimes with 
only a damp cloth. Frequent autoclav- 
ing won't weaken it. It resists oil, grease, 
methyl] and ethyl alcohol, and ether. Min- 
eral acids or alkalies do not affect it. 
Koroseal sheeting comes in fabric- 
supported or unsupported types, in a 
wide selection of widths and weights. 


A Koroseal swatch book will be sent 
to you on request. Order from your 
hospital supply house or surgical deal- 
er. Hospital and Surgical Supplies Dept., 
B.F.Goodrich Industrial Products Com- 
pany, Akron 18, Ohio. 


Korosea! Trade Mark —Reg. U. S. Pat. Off 


B.EGoodrich 
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illustrated is the Carrom 
Kaleidoscope Grouping 
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Why weed 


Only wood furniture has warm beauty combined 


with lasting durability. Wood is pleasant to touch, - 


rich in appearance, easy to keep clean and pol- 
ished. Wood takes heavy punishment. It is difficult 
to mar, scratch or dent and will outlast other 
materials many times over. Wood is beautiful. 
Wood is economical. 


Carrom Furniture is made of beautifully grained 
Select Northern Hard Birch, the finest and strong- 
est of woods. It is constructed in a manner that 
assures long, trouble-free service, even though 
subjected to extremely hard usage. And Carrom 
Furniture is finished with Enduro, a strong, hard, 
durable finish, which not only protects against 
scratches, burns and stains but also brings out 
warmth and beauty, adding new distinctive lustre. 
In Carrom you find the styling you want—tradi- 
tional or modern, standard or special. Make your 
choice of furniture Carrom Wood Furniture. Write 
today for our complete, illustrated catalog. 


CARROM INDUSTRIES, INC. 
Ludington, Michigan 
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don’t let 


any 
hospital 
hands 
spread 
disease 


MAIL COUPON TODAY! 


HUNTINGTON LABORATORIES, INC. 
Huntington, Indiana 


[] Please send free sample of Germa-Medica* with 
Hexachlorophene and test result booklet. 


(_] Have your representative call. 


| NAME TITLE 
7 HOSPITAL ADDRESS 
CITY STATE 


USE 


LIQUID SOAP WITH HEXACHLOROPHENE 


Hands do the work in every hospital ... and hands can carry disease. 
That’s why all hospital hands... from chief surgeon to typist... 
should be clean and disease-free. Now Germa-Medica* Liquid Sur- 
gical Soap with Hexachlorophene makes this standard of cleanliness 
possible throughout the hospital. | 

Tests by an independent research laboratory prove a daily 3-min- 
ute wash using Germa-Medica*, diluted as much as 4:1, reduces 
bacteria in the area cleansed well below safe levels, produces a bac- 
teriostatic condition that lasts for many hours. Yet highly-concen- 
trated Germa-Medica* costs only 1/5c a wash. A fine soap made 
with imported olive oil and an effective emollient, Germa-Medica* 
with Hexachlorophene does not leave hands irritated or sensitized. 

Help control the spread of communicable disease by using Germa- 
Medica* for hand washing everywhere in your hospital. Write today 
for a free sample. Test the remarkable germicidal action of Germa- 
Medica* Liquid Soap with hexachlorophene. 


HUNTINGTON LABORATORIES 
INCORPORATED 
Huntington, Indiana ° Philadelphia 35, Pennsylvania ° Toronto 2, Ontario 


*Reg. U.S. Pat. Office 
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> REPORT FROM WASHINGTON—An in- 
crease of one-eighth of one per 
cent in the interest rate on federal 
loans for college housing has been 
announced; the new rate is 3 per 
cent and will apply to loans for 
the construction of housing for in- 
terns and student nurses. | 

@ The American Hospital Asso- 
ciation has given its approval to 
a House-passed bill which would 
permit the pooling of Public Health 
Service Indian funds with -Hill- 
Burton hospital construction funds 
in certain geographical areas. The 
measure is being considered by the 
Senate. | 

@ Several investigations of the 
federal grant-in-aid programs are 
being planned in Washington. Re- 
lationships between the federal 
government and the various state 
governments are to be studied. 

@ A number of grants for neu- 
rological, gerontological, and hos- 
pital dental care research have 
been announced. Sen. Lister Hill 
(D-Ala.) has introduced a bill to 
provide aid to: schools’ giving 
training in the public health field. 


@ A bill to provide federal funds - 


for personnel and administrative 
expenses of state and local civil 
defense units has passed the House 
and is being considered by the 
Senate. In the meantime, stock- 
piling of civil defense emergency 


items has been curtailed because » 


of lack of funds. 

@ Congress has extended the 
Small Business Administration’s 
loan authority for one year and 
increased the funds which it may 
loan by $75 million, to a total of 
$305 million. | 

SBA technically went “out of 
business”” for 48 hours after its 
authority expired July 31 and the 
Senate’s civil rights debate pre- 
vented extension of the authority. 
Eventually debate was suspended 
to permit Congress to approve ex- 
tension of SBA and make it’s 
authority retroactive to July 31. 

Expansion of SBA’s role has been 
postponed by the Senate because 
of the press of other business. The 
House has already passed a bill 
- to make SBA a permanent agen- 
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cy, liberalize its authority, and 
reduce the interest on its loans 


from 6 per cent to 5 per cent. 
(Details p. 86.) 


> INSURANCE COVERAGE INADEQUATE: 
SURVEY—A survey by the Califor- 
nia Hospital Association has found 
that many hospitals in the state are 
inadequately covered by boiler in- 
surance and other similar types of 
insurance. (Details p. 93.) 


OFFICIAL AHA NOTES—Recom- 
mendations on benefits of prepaid 
hospitalization plans, as approved by 
the American Hospital Association’s 
Board of Trustees, are published on 
p- 19 of this Journal. 

Proposed amendments to the Asso- 
ciation Bylaws are reported on p. 86. 


> NEW YORK CITY’S HOSPITAL WORK- 
ERS’ SALARIES SURVEYED—Salaries of 
women professional nurses in New 
York City hospitals range from 
$69.50 a week for general duty 
nurses to $117 a week for directors 
of nursing, a Department of Labor 
survey has disclosed. 

Other typical salaries (women, 
unless otherwise noted) found 
were: practical nurses $57.50; nurs- 
ing aides $40; head nurses $77.50: 
supervisors of nurses $90.50: nurs- 
ing instructors $81; x-ray techni- 
cians $67; dietitians $74: physical 
therapists $73; switchboard oper- 
ator-receptionists $47.50; technical 
stenographers $62.50; machine 
dishwashers 81 cents fhourly), and 
male stationary engineers $2.34 
(hourly). 

Forty hours was found to be the 
most common workweek. Paid va- 


! digest of NEWS 


cations after a year’s service were 
almost universal among New York 
hospitals. More than 85 per cent 
of the nurses were eligible for at 
least four-week vacations after a 
year of employment. 
Approximately two-thirds of the 
workers surveyed received hospi- 
talization and/or surgical-medical 
benefits for which the hospital de- 
frayed at least part of the costs. 
Each of these provisions was more 
common in government than in 
private hospitals. (Federal surveys 
of salaries in other cities were re- 
ported in the Jan..1, Feb. 1, and June 
16 issues of HOSPITALS, J.A.H.A.) 


} BOSTON NURSES’ SALARIES TO BE IN- 
CREASED—Approximately 8,000 
nurses are expected to benefit 
from “substantially higher nursing 
salaries’’ which are to be put into 
effect in the Boston area later this 
year, according to the Hospital 
Council of Metropolitan Boston. 

Higher salaries at hospitals in 
other parts of New England and 
in New York have attracted nurses 
from the Greater Boston area, the 
council stated. Hundreds of other 
nurses have been drawn to private 
nursing and to other work in busi- 
ness and industry. 

The seriousness of Boston’s nurs- 
ing shortage- was illustrated, the 
council reported, by a recent study 
which showed that six major ‘hos- 
pitals in the city were 290 nurses ° 
short of an adequate working total. 

In many instances, the council 
noted, increased salaries will be 
coupled with improvements in 


Worth Quoting 


.. - Lam told that there are certain huge skyscrapers on this conti-. 
nent which at the top can and do sway to and fro through two or three 
feet without any damage to the structure; yet were the same building to 
move through two or three inches at its base the whole structure would 
collapse. It is so with our codes of ethics. In certain fundamental basic 
principles there can be no compromise, no deviation, without serious 
consequences to the whole structure. Certain other more superficial 
clauses allow a degree of latitude in interpretation and application . . 
—Dr. Angus C. McGugan, regent, American College of Hospital Admin- 
istrators, at the Western Canadian Regional Members Conference, held 
in Vancouver, British Columbia, March 4-8, 1957. 
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working conditions and other em- 
ployee benefits. The action of Bos- 
ton’s hospitals complements the 
recommendations of a special com- 
mission of the 1956 state legisla- 
ture. (A survey of the salaries 
of Boston’s hospital personnel, 
made by the federal government, 
may be found on p. 81 of the Feb. 
1 issue of HOSPITALS, J.A.H.A.) 

@ Connecticut—The state nurses’ 
association has issued a set of rec- 
ommendations which it hopes will 
be used as a guide by hospitals in 
hiring staff nurses. Among the 


recommendations is that $1.70 be 
the hourly wage for beginning staff 
nurses in that state. 

@ New York—Some 112 New York 
hospitals, of 319 replying to a ques- 
tionnaire sent out by the state 
nurses’ association, stated that staff 
registered professional nurses are 
permitted to perform selected in- 
travenous procedures; 186 institu- 
tions gave negative weplies to this 
question and the remainder did not 
answer it. 

@ Ontario—Hospitals in the prov- 
ince would need more than 1000 


For 
Patient 
Protection 


Your PETROLATUM GAUZE 


MUST NOW BE U.S.P. 


The U.S. Pharmacopeia — Revision XV‘? 
lays down the following specifications for 
making petrolatum gauze: 


1. Gauze and petrolatum must be sterilized 


separately :— 


a) Dry Gauze to be sterilized in an autoclave 
at 121° C. (250° EF) in an atmosphere 
of steam for 30 minutes. 

b) Petrolatum to be oven-heated to 170° C. 
(338° E), then maintained at 165°- 
170° C. (329°-338° E) for two hours. 


2. Components must be combined aseptically. 
3. The finished product must meet U.S.P 


sterility tests’. 


4. Each petrolatum gauze unit must be 
packaged individually to maintain sterility. 
(1) U.S.P. XV, pp 304-305. (2) U.S.P. XV, pp 841-846. 


VASELINE® 


PETROLATUM GAUZE is U.S.P. 


AND COSTS LESS THAN MAKING 
YOUR OWN PETROLATUM GAUZE 


For further information, | 


write 


CHESEBROUGH-POND’S INC. 


New York 17, New York 


VASELINE is the 
registered trademark of 
Chesebrough-Pond’s Inc. 


additional graduate nurses in order 
to bring their staff strengths up 
to a level considered normal by 
the hospitals, the Ontario Hos- 
pital Association has found. 

Cklahoma—The American Jour- 
nal of Nursing Company has made 
a $35,100 grant to the University 
of Oklahoma to improve public 
health nursing in the state. Mean- 
while the state’s Nurse Aide In- 
service Training Program has been 
dropped because of lack of funds. 
(Details pp. 91, 92.) 


) FURTHER INFORMATION GIVEN ON 
‘MEDICARE’ — Medical authorization 
cards to identify dependents eligi- 
ble under the “‘medicare”’ program 
are being issued by the individual 
uniformed services, the ‘“‘medicare”’ 
office has reported, and will not be 
available to all dependents until 
December. The identification pro- 
cedure which has been in effect for 
the past several months is to re- - 
main in force until then. 

Regarding ‘“‘medicare”’ eligibility 
of dependents of national guards- 
men, the ‘‘medicare’”’ office stated 
that guardsmen called to active 
duty for a period of more than 30 
days become members of the par- 
ticular branch of service to which 
they are assigned and their de- 
pendents are entitled to all ‘“‘medi- 
care” benefits until their tours of 
duty have been completed. When 
guardsmen return to civilian life, 
and reserve status, their depend- 
ents are no longer entitled to care 
at government expense. 

National guardsmen and mem- 
bers of reserve officers training 
corps units who are ordered to 
camp and who participate in the 
regular summer maneuvers, even 
for periods of six to eight weeks, 
are not considered to be on active 
duty and their dependents are not 
eligible for care at government 
expense. 

In regard to questions which 
have been raised concerning ob- 
stetrical and maternity benefits 
available under ‘medicare,’ the 
“medicare” office stated that out- 
patient antepartum care of “phan- 
tom pregnancy,” or the outpatient 
administration of examinations and 
diagnostic procedures which lead 
to a diagnosis that the patient is 
not pregnant, are not proper charg- 
es against the government under 
“medicare.”’ 
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Official Notes 


Recommended Benefits 


of Prepaid Hospitalization Plans 


The Board of Trustees of the American Hospital Association has approved criteria for 
judging the adequacy of prepaid health care plans for the care made available through hospitals 
and related institutions for acute and prolonged illness. The recommended benefits have also 
been approved by the Conference of Blue Cross Plans. The text of the guide is as follows: 


REPAID HEALTH care plans have grown rapidly 
during the past 25 years’: and many patterns of 
coverage have evolved. Recognizing the wide varia- 
-tion in benefits offered in prepaid health care plans, 
the American Hospital Association has prepared the 


following criteria as a guide in determining the . 


adequacy of prepaid health care benefits insofar 
as the hospitalization and related aspects of care are 
concerned. These criteria describe benefits which are 
believed to be both adequate and practical for care 
during the entire duration of an illness or injury. It 
is recognized that these benefits must be comple- 
mented by a prepayment program for. medical 
services. 

The Association is of the firm opinion that the 
individual will be served best when extensions of 
coverage for prolonged illness are supplementary to 
and integrated with adequate coverage of acute short- 
term illness. 

Necessary health care should be availaiie to all 
persons in the community. Necessary health care, in- 
sofar as hospitalization and related aspects of care 
are concerned, is defined as the total diagnostic and 
treatment services made available through hospitals 
and related institutions, which are required for the 
proper care of acute and prolonged illness. Such 
health care should be available for as long as the 
responsible physician may prescribe in accordance 
with sound medical practice. Prepaid health care 
plans should encourage the use of outpatient facili- 
ties, long-term care facilities, and home care pro- 
grams when necessary health care can be provided 
in or through such facilities at less cost than inpatient 
care in a general or special short-term hospital. 

Voluntary prepayment is recognized as an orderly 
and dependable method for individuals and families 
to pay for necessary health care. In establishing cri- 
teria for the extent of health care benefits financed 
_ through voluntary prepayment, it must be recognized 

that there are groups to which it is difficult to extend 
coverage, other groups for which it is difficult to make 
benefits sufficiently inclusive, and certain health serv- 
ices which are not generally available. While pay- 
ment for necessary health care is primarily the re- 
sponsibility of the individual or the family unit, 
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government and the community have a legitimate 

responsibility to provide or to assist in paying for 

necessary health care for those people who are un 
able to finance it themselves. 

Desirable benefits of, prepayment for necessary 
health care made available through hospitals and 
related institutions for acute and prolonged illness 
should include at least the following: 

a). For an inpatient in a general or special short-term 
hospital, the requisite days of care in a multiple 

bed accommodation and the unrestricted use of 

the special services provided through the hospi- 
tal, both limited only by the judgment of the re- 
sponsible physician in accordance with sound 
medical practice, and including such -— serv- 
ices as: 

1. Use of operating, delivery, cystoscopic, emer- 
gency, or other special rooms and their equip- 
ment; 

2. All laboratory tests and examinations; 

3. Use of special equipment, such as cardiographic 
and encephalographic equipment, incubators, 
inhalators, respirators, oxygen tents and masks; 

4. Anesthesia; 

5. All radiological examinations and treatments; 

6. Physical therapy and occupational therapy; 

7. Drugs and medications; 

8. Dressings, casts and appliances. 

b) For an inpatient in a general or special long-term 
facility, such as a long-term hospital, a nursing 
home or a rehabilitation facility, the requisite 
days of care in a multiple bed accommodation 
and the use of the special services (see a.1 through 
a.8 above for examples) provided through the in- 
stitution, both limited only by the judgment of the. 
responsible physician in accordance with sound 
medical practice. 

c) For an outpatient, the use of the special services 
(see a.l through a.8 above for examples), includ- 
ing emergency room, provided by a hospital or 
other health care facility. 

d) For a patient confined to home, the use of special 
services provided by a hospital or other ‘health 
care facility, or the health care services included 
in an organized home care program. . | 
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attend the 59th annual convention of the 
AMERICAN HOSPITAL 


ASSOCIATION 

7 and the 10th annual Goeuhisonce 

: of Hospital Auxiliaries 

; CONVENTION HALL, Atlantic City, N. J. 
Sept. 30 — Oct. 3, 957 


New 1997 Convention Mohhohts 


e General assembly daily 


One nationally known speaker will give an 
address on a significant topic directly or in- 
directly influencing hospital affairs. 


@e Management symposium daily 


A hospital or industrial leader will speak 
on selected aspects of hospital management 
at each symposium. A panel of hospital ad- 
ministrators will discuss his remarks. 


e worked for us’’ 


Hospital representatives have been invited | (| a 1957 

to submit brief papers on successful admin- ST all avail in 
= istrative activities for inclusion in special : 

program sessions. e Film sessions 

e Architectural exhibit 


e Daily round tables 


: Make your room reservation early 
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sewice headquarters 


Surplus property for 
civil defense purposes 


We would like to know who is eli- 
gible to receive surplus property avail- 
able to civil defense agencies. 


Section IV of the Federal Civil 


Defense Administration Advisory 
Bulletin, covering the subject of 
surplus property for civil defense 
purposes (AB #202), defines who 
is eligible to receive such property. 
This section reads as follows: 
“States, political subdivisions, or 
instrumentalities thereof, or or- 
ganizations designated pursuant to 
‘state law or local ordinance or 
regulation, as having the respon- 
sibility for a component part of 
a civil defense program are con- 


sidered to be civil defense organ- 


izations and are eligible to receive 
donable surplus property for civil 
defense purposes, subject to the 
criteria, terms and conditions set 
forth by the FCDA Regulations, 
Part 1702-Surplus Property.” 

One of the pertinent paragraphs 
from the FCDA Regulations, Part 
1702-Surplus Property, reads: 

“Civil Defense Organization. The 
official organization designated, 


pursuant to state law, to be re-— 


sponsible for the civil defense pro- 
gram in such state or local political 
subdivisions thereof, and organiza- 
tions or instrumentalities desig- 
nated, pursuant to state law or 
local ordinance or regulation, as 
having the responsibility for a 
component part of a civil defense 
program. This term shall include, 
but not be limited to, volunteer 
organizations recognized by the 
state or local civil defense director 
in accordance with state law or 
local ordinance.” 

Therefore, if a hospital is a com- 
ponent of a local civil defense or- 
ganization within the state civil 
defense organization, it would be 
eligible to receive surplus prop- 
erty for civil defense purposes. 


The answers to these questions should not be con- 
strued as being legal advice. Hospitals with legal 
problems are advised to consult their own attorneys. 
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I would suggest that you con- 
tact the health officer of your local 
civil defense organization and dis- 
cuss this with him. If there is no 
“local” civil defense organization 
in your area you might consider 
discussing this with the health 
officer or other officials of your 
state civil defense organization. 

In view of the vital role hos- 
pitals must play in all types of 


disasters including enemy attack 


there should be little question as 
to the need for every hospital to 
be a part of state and local civil 
defense plans. 

As you probably know, hospitals 


are also eligible for surplus prop- 


erty by reason of being a health 
institution. You may wish to in- 
quire about both the civil defense 
eligibility and other eligibility 
from your state hospital associa- 
tion or state agency for surplus 
property.—JOHN N. HATFIELD II 


Procedures for 
instrument sterilization 


We would like information on pro- 
cedures for effective sterilization of 
bundles and instruments for use in 
the operating room, 


The 1954 American Hospital As- 
sociation publication, Surgical 
Technical Aide-Instructor’s Man- 
ual”, states that an optimum temp- 
erature of 250 degrees Fahrenheit 
and an optimum exposure time of 
30 minutes provide effective steril- 
ization. Maximum bundle size for 
these conditions is 12” x 12” x 20”. 
It also states that high speed auto- 
claving at 270 degrees Fahrenheit 
sterilizes in a shorter period of 
time, however, no optimum time 
is listed for this temperature. 

You may wish to refer to a re- 
cent book on this subject: Prin- 
ciples and Methods of Sterilization 
by John J. Perkins, M.S. Charles 
C. Thomas, Springfield, Ill., is the 
publisher. 

The following section is quoted 
from the chapter devoted to Mini- 
mum Standards for Sterilization: 


Of the various factors upon 
which effective sterilization of sur- 
gical supplies depends there is no 
one more important than the ex- 
posure period. This does not mean 
that other factors are less impor- 
tant, but rather that for every item 
undergoing sterilization there is a 
minimum period of exposure based 
upon adherence to a specific pro- 
cedure for the preliminary prepa- 
ration of the item, the method of 
packaging or wrapping and the 
manner of placing the item in the 
sterilizer. Unless the principles of 
correct technique are rigidly en- 
forced the exposure period be- 
comes little more than an attempt 
toward sterilization. With intelli- 
gent application of these require- 
ments the following exposure 
periods at 250-254 degrees Fahren- 
heit, (121-123 degrees Centigrade) 
provide minimum time for heat 
penetration and sterilization: 
Surgical packs, normal — 

size in muslin covers 30 minutes 
Dressing drums, with 

tiners 45 
Instruments in trays, 


with muslin covers _ 15 = 
Instruments, wrapped 

= 
Utensils in muslin 

Rubber gloves-in 

muslin wrappers ___ 20 as 
Treatment trays with 

muslin wrappers 30 
Dressing jars, loosely 

packed, on sides 30 ” 


Glassware, empty, 
Syringes, unassembled, 
in muslin or paper 


30 ™ 
Sutures, silk, cotton, 


As I am sure you know, the im- 
portant point is proper penetration 
of both heat and moisture. In ad- 
dition to using a time and temper- 
ature combination which should 
assure adequate penetration, it is 
desirable to test the results by 
placing a nonpathogenic live bac- 
teria preparation in the center of 
a test pack, process this and then 
culture the organism into a nutri- 
ent media. The commonly used 
procedure is given in Appendix 7 
of the Surgical Technical Aide— 
Instructor’s Manual. 


—SARAH H. HARDWICKE, M.D. 
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ghinions and ideas 


Agreement with florists 
saves employees’ time 


To conserve the time of nurses 
and other hospital personnel, an 
agreement covering florists’ deliv- 
eries in Rhode Island hospitals was 
recently developed and adopted by 
the Hospital Association of Rhode 
Island and the Rhode Island Flor- 
ists’ Association. This joint project, 
which went into effect April 1, also 
benefits florists by reducing the 
number of off-hour and week-end 
deliveries they must make to hos- 
pitals. 

The recommendations included 
in the chart on this page were 
adopted and were included in the 
one-page statement with accom- 
panying letter, which were dis- 
tributed to 200 florists and 23 hos- 
pitals in the state last March. 

Interest in developing such an 
agreement was a result of discus- 
sion of flower delivery problems 
at a quarterly membership meet- 


ing of the hospital association. A. 


committee: was appointed, which 
met with representatives of the 
florists’ association last fall, after 


studying the problem and securing 
the hospitals’ approval of a set of 
recommendations. 

In drafting these recommenda- 
tions the committee adapted sev- 
eral points from an agreement ne- 
gotiated between florists and the 
member hospitals of the Cleveland 
Hospital Council in the 1940's, 
which has proved successful in that 
area. To meet local conditions, 
other points were added by the 
committee for the hospitals and by 
the representatives of the florists’ 
association before the agreement 
received final approval by both 
memberships. 

Since it would have taken only 


a few violators to nullify the whole 


effort, both organizations recog- 
nized the importance of contacting 
nonmember hospitals and florists 
to secure their support as well. 
To enlist public understanding 
and support, an announcement was 
prepared for release in the Provi- 
dence Sunday Journal of March 31 
and in Rhode Island’s other prin- 
cipal newspapers. 

Judging from reports of a num- 
ber of hospitals and from the secre- 


on weekdays. 


flowers. 


DELIVERY OF FLOWERS AT HOSPITALS 
IN RHODE ISLAND 


All florists and hospitals in Rhode Island are being asked to ob- — 
serve the following procedures beginning April 1, 1957: 
1. That cut flowers be delivered to the hospitals in a suita- 
ble container with a flower preservative. This eliminates 
the need to change water, cut stems, and remove flowers 
from the patient's room at night. 
2. That flowers not be accepted at the hospital after 5 p.m. 


3. That flowers not be accepted on Sunday at any hospital. 

4. That restrictions 2 and 3 above be suspended on Christ- 
mas Day, Easter Sunday, Mother’s Day, and the four 
days preceding each of those holidays. 

5. That flower arrangements or potted plants for delivery 
to hospitals be not over 21 inches in diameter. 

6. That the hospital representative who takes custody of 
the flowers upon delivery will, on request, sign a receipt 
provided by the florist. In the absence of such signed 
receipt, the hospital cannot assume responsibility for 
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tary of the florists’ association, 
there has been general satisfac- 
tion with the program. Adverse 
public reaction, feared initially by 
a few of the florists, has not ma- 
terialized. Hospitals have reported 
no deliveries of flowers at times 
or under conditions contrary to the 
agreement and are most apprecia- 
tive of the savings in personnel 
time that this project has made 


possible-—WapbE C. JOHNSON, ex- 


ecutive director, Hospital Associa- 
tion of Rhode Island, Providence, 
and WILLIAM E. SLEIGHT, director, 
Roger Williams General Hospital, 
Providence, and chairman of com- 
mittee which negotiated with the 
Rhode Island Florists’ Associa- 
tion. 


Uses do-it-yourself institute 
for sharing knowledge 


The administrative staff at the 
U. S. Public Health Service Hos- 
pital, Galveston, Tex., knew there 
was an untapped reservoir of in- 
formation within the hospital, for 
the medica] officer in charge, the 
chief of medicine, and the supply 
and administrative officers pos- 
sessed more than a century of 
successful experience in hospital 
work. These men, together with 
other potential conference leaders, 
presented a valuable opportunity 
for sharing knowledge for the good 
of the hospital. Recognizing the 
need for advanced instruction in 
hospital administration, the hos- 
pital’s coordinating-training com- 
mittee decided to conduct a do-it- 
yourself institute. 

Among the many advantages an- 
ticipated were better understand- 
ing, by staff physicians, of oper- 
ating problems encountered in the. 
maintenance, housekeeping and 
other departments, and conversely, 
an appreciation by these groups of 
physicians’ problems. 

The first step in the tapping 
process was to get the committee 
together and to establish a tenta- 
tive plan. for an appropriate insti- 
tute that would suit our needs. 
This committee, composed of de- 
partment. heads, had been organ- 
ized four years before to sponsor 
training through group meetings, 
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films and special lectures. The sec- 
ond step was to appoint a subcom- 
mittee to prepare the agenda for 
approval by the general committee. 

Everyone who was asked will- 
ingly agreed to participate in the 
institute ‘‘at home’’. The institute 
was conducted for two weeks, two 
hours a day, in the patients’ rec- 
reation room. Attendance was lim- 
ited to 20 department heads and 
their assistants, some of whom 
acted as leaders for their special- 
ties. 

The medical officer in charge 
opened the conference with a re- 
view of the origin and history of 
hospitals. The chief of medicine 
addressed the group on the im- 
portance of each individual to good 
hospital administration. The path- 
ologist defined his field, explaining 
its importance in diagnosis and 
treatment, and showed color slides 
of pathology findings. Some of the 
other subjects discussed were: in- 
service training of nursing assist- 
ants, meal planning and costs, pro- 
curement and control of supplies, 
etc. 

Certificates were presented to 
those who attended 75 per cent 
of the meetings. 

An evaluation survey of the in- 
stitute indicated that the sessions 
were considered very profitable 
and should be held annually. A 
potential morale booster, the in- 
stitute enhanced motivation by 
giving participants the “what” and 
“why” things were being done in 
the treatment of the whole pa- 
tient. Even seasoned supervisors 
found the program a new and 
valuable learning situation. The 
institute, moreover, stimulated a 
considerable number: of practical 
recommendations, which were pre- 
sented to the administration of the 
hospital.—The late R. L.. Moore, 
former administrative officer, U. S. 
Public Health Service Outpatient 
Clinic, Washington, D.C. Mr. Moore 
was administrative officer at the 
U. S. Public Health Service Hos- 
pital, Galveston, Tex., when the 
do-it-yourself institute was held. ® 


Prepare safety guides 
for departmental use 


To bring safety rules down to 
the specific departmental _ level, 
Roosevelt Hospital in New York 
City recently prepared safety 
guides for the dietary department 
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and nursing service. These book- 
lets, which were printed inexpen- 
sively in the hospital’s own print 
shop, . give specific recommenda- 
tions for ensuring safety within 
the. department. These practices 
have been developed as a result 
of the experiences and suggestions 
of dietary and nursing personnel 
in many hospitals. 

Clever, black and white illus- 
trations are used throughout the 
guides. Copies of these booklets 
are available upon request from 
the hospital at 25 cents per copy. 


Similar publications for the 
laundry and housekeeping depart- 
ments are currently being pre- 
pared. These booklets will also be 
available after September 1. 

Director Peter B. Terenzio hopes 
that the publication and use of 


these commonly agreed upon prac- 


tices for safety in the dietary, 
nursing, laundry and housekeep- 
ing services will make the hospital 
an even safer place for patients as 
well as personnel.—AREL B. COOK, 
personnel director, Roosevelt Hos- 
pital, New York City. * 
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VIM Stainless Steel and VIM Laminex 
Needles have razor-keen cutting 
edges with points that stay sharp 


longer. Concave hubs for easy 
handling. All VIM Syringes, 
including stronger clear-glass 
VIM Interchangeable Syringes 
(any plunger fits any barrel), 
have a velvety-smooth 

action, free from backfire 

and leakage. 


hypodermic needles 
and syringes 


For further information, consult your hospital/surgical supply dealer or write: 


MacGREGOR INSTRUMENT COMPANY, NEEDHAM HGTS., MASSACHUSETTS 
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Washer-Extractor 


The American Cascadex Washer-Extractor is avail- 
able in two sizes, 32” x 24” with 50-lb. dry weight 


capacity. Both can be furnished manually operated, 
or air operated for use with automatic washing con- 
trol. Choice of horizontal partition 2-pocket cylinder, 
or three Y-pocket cylinder. Exclusive Intermediate 
Speed between wash and extract cycles eliminates 
complicated balancing mechanism. 


capacity, and 40”x 30” with 100-lb. dry weight 


m Institution Laundries report... 


Outstanding savings with 


From hospitals and institutions all over the 
country come enthusiastic reports about the 
outstanding advantages of the American Cas- 
CADEX Washer-Extractor. They especially 
praise its high hourly production in so little 
floor space. 


Combining highest quality washing and ex- 
tracting in the same machine, the CasCcADEX 
also saves labor by eliminating the necessity 
of attending two separate machines, and trans- 


ferring wet work from one machine to the — 


other. 


By reducing the number of rinses required, 
the CASCADEX saves water, too, and shortens 
total washing time. A final hot rinse before 


extraction speeds up ironing and drying of 


washed work. 


Find out how the CascapEx Washer-Extractor 
will make outstanding savings for your hos- 
pital or institution. Write today for Catalog 
AB 331-702. 


The American Laundry Machinery Company °« Cincinnati 12, Ohio 
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Smaller inventory and faster return of linens to central supply. That's the Cascadex story at 

St. John’s Hospital, Longview, Wash. Their laundry department has two 40” x 30” Cascadex Washer-Extractors 
with Cyclamatic Controls. These machines handle almost 9,000 Ibs. of all kinds of work each week! 

Save equipment investment, too, combining top quality washing and extracting in one operation. 


2 less operators are needed in this laundry since 
replacing old equipment with two 32x24” Cascadexes. 
Equipped with Selectro Automatic Controls, these ma- 
chines at Coeur d’ Alene Hotel, Spokane, Wash., easily 
handle all of the various laundry requirements including 
linens, uniforms, blankets and towels. 


You can expect more from 


“A nickel can be balanced on this 40x30” Casca- 
dex during extraction,” reports Mr. Charles M. Charlton, 
Sup't. of Schenectady (N.Y.) Children’s Home. Bolted 
directly to basement floor, the Cascadex has increased 
the laundry’s production 30%, with less labor and savings 
in water and supplies. 
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Their stamp of approval is on BI: ROCCA-C 


when important vitamin B factors and C 


must be administered parenterally 


The Physician 


I like Berocca-C because... 

its balanced formula of five 
important B vitamins and C 

is designed to meet my patients! 
needs. It is not top-heavy 
with one vitamin at the 

expense of another; and there 
is Berocca-C 500, too, when 
extra C is required. 


The Nurse 


I like Berocca-C because... 
it's so easy to administer. 
It mixes nicely with most 
parenteral nutritional 
fluids. 


The Pharmacist 


I like Berocca-C because... 
it's a cinch to fill the 
Rx. Saves my time; no 
mixing or diluting needed. 
Comes in easy-to-handle, 
conveniently dispensed 


ampuls or vials. 


Hoffmann - La Roche Inc Nutley 10 ®: Red. 
Order direct from 'Roche' at hospital prices 
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editorial notes: 


—help with a major problem 


. Largely because of the concerted 

efforts of hospitals and hospital 
associations, United States hospi- 
tals have a new source of help 
with one of their major problems— 
nursing. | 

The amendment to the College 
Housing program enacted by. the 
current Congress and signed by 
President Eisenhower will not put 
any more staff nurses on duty 
right now. But it will help in the 
construction of nursing schools to 
provide the greater number of 
nurses we are going to need in the 
future. 

The American Hospital Associa- 
tion has long contended that hos- 
pitals are educational institutions 
in fact and should be so recognized 


legally. Last year we failed in our 


efforts to have this position written 
into law by making hospitals eli- 
gible for long-term, low-interest 
loans for construction of student 
' nurse and medical intern housing 

facilities. This year, hospitals and 
‘hospital groups across the nation 
lent tremendous support to the As- 
sociation’s renewed efforts for this 
amendment. This year, we were 
successful and the amendment is 
now law. The Congress voted a 
$25 million appropriation for the 
program. 

Two bulletins concerning the ad- 
ministration of the program have 
already been sent to member hos- 
pitals of the Association and others 
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will. follow as more information 
develops. The Association will do 


its utmost to assist hospitals in 


taking advantage of this new law. 
The financial aid for hospitals is, 
of course, of great importance but 


we believe that the principle is 


even more important. Congress 
has now recognized the teaching 
function of our nation’s hospitals 
and is more aware than ever be- 
fore of the educational role of hos- 
pitals in supplying doctors and 


-nurses for every one of our people. 


—trouble with triage 


There is no such thing as pure 
English. Our language is the vigor- 
ous tongue it is today because of 
the constant transfusing and graft- 
ing process which has gone on 
through the centuries. As a matter 
of fact, the scarcest commodity in 
English is a word which can be 
traced to the native Britons (i.e., 
dun and bin). 

While we oppose linguistic isola- 
tion, we believe imports should be 
limited to those words which 
broaden, strengthen or freshen our 
tongue. To be acceptable, a new 
word, foreign or of our own manu- 
facture, should do a job no current 
English word can do, or do as well. 
If the import does it more poorly, 
then the English word is on all 
counts the acceptable one. 

Therefore, we raise a mild edi- 
torial protest against the word 


_ triage, currently much admired in 


the higher strata of disaster plan- 
ners. The word comes from the 
French verb, trier, and the latest 
edition of Webster’s New Interna- 
tional Dictionary (1955) defines it 
as follows: 

tri’age (tri’Ij; tr@azh’), n. ([F., a culling, selecting, sifting, 


fr. trier to pick out. See Try.) The process of grading 
marketable produce; specif., the lowest grade. of cuffee 
g 


berries, consisting of broken material. ng. 

The definition used in civil de- 
fense circles stems from World 
War I when the Gare de Triage 
was a sorting area for troop trains. 
By extension, civil defense plan- 
ners use it to specify an area for 
the sorting of casualties. It is so 
defined in the later medical dic- 
tionaries as a word belonging to 
military medicine. 

New definitions, like new words, 
must not be discouraged to the 
point of prohibition. But new defi- 
nitions must be used with caution. 
It is not enough for the speaker of 
the word to know what he means. 
The listener must also know pre- 
cisely what he means. 

We believe the word triage, by 
whatever definition, falls short on 
this cardinal requirement: it is not 
generally understood. It falls short 
on another criteria: there is an 
excellent English word available. 
The word is sorting. 

The civil defense planners define 
triage as a sorting area. Then why 
not use the phrase, sorting area, 
so specific in its transmission of the 
speaker’s meaning. 

We are talking about sorting 
areas. Let’s call them sorting areas. 
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expectant 
parents—especially mothers— 
are perhaps more geared to assimi- 
late and put into practice concepts 
arising out of group discussion 
than others in our population. The 
expectant mother is in many cases 
eager to learn about the experi- 
ences she will shortly be facing. 
For this reason the number of 
prenatal. parent education  pro- 
grams has grown considerably in 
recent years. 

However, the postnatal period— 
during which the mother spends a 
number of days in a hospital—has 
been generally overlooked as a 
time for group parent education. 
The mother is face to face with 
parenthood and all it signifies to 
her. She can caress her baby, feed 
it, hear its cries, and be concerned 
about its health. Motherhood may 
seem like a bewildering experi- 
ence. The activities of the mother 
in the hospital following delivery 
can well include participation in 
a parent education program. 

The program* discussed in this 
article was to a great extent ef- 
fected by the problems that an 
overcrowded hospital serving a 
large urban area must face: 
—The short stay of the maternity 
patients at the hospital because of 
severe bed shortage. (A large per- 
centage of the low-income resi- 


Estelle Tenzer, R.N., is maternity con- 
ference nurse, Kings County Hospital, N.Y. 
Simon Podair is borough health education 
consultant, New York City Department of 
Health. Robert Shaw is public health edu- 
Te New York City Department of 

ealth. 


*The program was organized by the New 
York City Department of Health in co- 
operation with Kings County Hospital, 
New York City Department of Hospitals, 
and has been held weekly in the mater- 
nity ward of the hospital since September 
1955. The program's organizers represented 
the health education staff of the depart- 
ment of health and the hospital’s mater- 
nity conference nurse. 
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by ESTELLE TENZER, R.N., SIMON PODAIR, and ROBERT SHAW 


The authors describe a program of 
group parent education in a hospital 
serving a low socioeconomic group. 
During the postnatal period the moth- 
ers participate in a group discussion 
concerning matters they bring up for 
consideration. The authors point out 
that since the lower socioeconomic 
groups in the United States are gen- 
erally underexposed to current con- 
cepts in child psychology, even this 
“one-shot” program helps to encour- 
age future interest in the dynamics of 
parent-child relationships. 


dents of the area served by the 
hospital utilize its facilities, result- 
ing in an extremely high admis- 
sion rate.) 

—The physical discomfort of the 
patient following delivery. Because 
of the short stay mentioned, it was 
necessary to involve the patients 
in the program a day after de- 
livery. 

—The lack of proper facilities for 
a program of this type, i.e., special 
room, confortable chairs, etc. 

Despite these hindrances, the 
program was well received by the 
patients and a high degree of co- 
operation was obtained from the 
hospital administrative staff. 

The maternity patients in Kings 
County Hospital stem primarily 
from a low socioeconomic group in 
the community. Their educational 
level called for as simple a pres- 
entation as possible. Many of 
them had not been exposed pre- 


viously to the group process and 


were going through a totally new 
experience. In most cases the back- 


ground of the members of the 


group did not include a heavy 
intellectual diet. of books and 
meetings on child care and a con- 
tinual awareness of current con- 


cepts of child psychology. It was 
felt that this underexposure to 
thinking about parenthood could 
result in increased family tensions 
and disorganization if some pre- 
ventive mental health measures 
were not taken by _ responsible 
agencies in the community. 

A sizable percentage of the pa- ° 
tients were unmarried mothers 
who displayed feelings of hostility 
towards their babies. Generally, it 
was difficult to interest these pa- 
tients in group parent education. 
These women were rejecting their 
roles as mothers and had little 
motivation to discuss problems of 
parenthood. 

Many of the women in the ma- 
ternity wards had large families 
waiting for them upon discharge 
from the hospital and return to 
their daily routine. The over- 
whelming physical burdens of car- 
ing for a large family in some 
cases stymied interest in the men- 
tal health aspects of parenthood. 
In other cases, preoccupation with 


severe financial problems over- 


shadowed concern with parent- 
child relationships: the sheer 
weight of the socioeconomic prob- 
lems faced by many of the patients 
interfered with reaching them 
through parent education pro- 
grams. 


FILM STIMULATES DISCUSSION 


The weekly group discussions 
were led by the maternity confer- 
ence nurse, Who had received ex- 
tensive instruction in discussion 
techniques. To introduce the pro- 
gram and stimulate thinking, a 
30-minute film, Your Children’s 
Emotions, was shown at each ses- 
sion. The film presented the re- 
actions of children of various ages 
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to such emotions as fear, anger, 
jealousy and frustration. It stressed 
the development of understanding 
by parents of the world as the 
young child sees it. It attempted 
to present the child’s point of view 
as an aid in reaching an effective 
level of such understanding. 

The discussion leader introduced 
the program with a few remarks 
about the film and the purpose of 
the discussion that would follow. 
While the discussion was under 
way, the leader sat somewhere 
among the group in order to negate 
the “authority”? approach as much 
as possible. It was found that. if 
the leader sat at the head of the 
group all questions and issues were 
directed towards her and little dis- 
cussion flowed. After each session 
the leader summarized the points 
raised during the discussion. 

The following literature was dis- 
tributed at the end of each pro- 
gram: What Every Child Needs, 
National Mental Health Associa- 
tion; Life Begins, New York State 
Department of Mental Hygiene; 
and New York City Baby Book, 
New York City Department of 
Health. The first two pieces of 
literature are leaflets giving in- 
_formation on the emotional needs 
of children, the third a reference 
booklet on child care. 

The maternity conference nurse 
publicized the program by indi- 
vidually inviting each mother in 
the wards the day before and on 
the morning of the day the pro- 
gram was to be presented. The 
nurse gave the mothers some idea 
of what was to take place, stress- 
ing that they would have an op- 


portunity to talk over their prob- 


lems and learn from each. other. 
About 15 minutes before the pro- 
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gram, the nurse visited the wards 
and repeated the invitation. At- 
tendance response from the pa- 
tients ranged from 12 to 25. 

The discussion leader did not 
present herself as an authority 


possessing all the answers to child- 


rearing questions. Neither did she 
assume an entirely nondirective 
approach that would have given 
the group little or no guidance. 
Instead, she pursued a middle 
course of drawing out the prob- 
lems that were in the minds of 
the mothers and engendering as 
much discussion around them as 
possible. If a mother posed a di- 
rect question, the nurse would 
answer it based upon her own 
experience, but would encourage 
other members of the group to 
express their opinions on the sub- 
ject. 

The content of the program was 
not planned. Rather, it was left 
to the mothers to determine what 
would be discussed. This pre- 
vented a rigid approach in which 


LEFT: Postnatal patients 

in the maternity ward of 

Kings County Hospital discuss problems 
of child care with maternity conference 
nurse as discussion leader. 

BELOW: Patients are about 

to watch the film on child care which is 
used as the basis for these discussions. 


only a particular aspect of child 
care was covered. This flexible 
format could. be geared to areas 
the mothers considered vital. 


PROBLEMS RUN GAMUT 


Some of the problems presented 
were: sibling rivalry, curiosity in 
children, thumb sucking, relation- 
ship of the child to relatives, toilet 
training, attitudes toward sex, 
masturbation and feeding. The 
problems presented ran the gamut 
of the usual ones brought up by 
mothers during the course of ‘child 
care programs. The unique feature 
of this program was the particular 
group reached: a lower socioeco- 
nomic group whose contact with 
group discussion programs was ex- 
tremely limited. 

During one session the entire 
question of sibling rivalry was 
given a thorough going-over by 
the mothers. One mother told 
about her six-year-old son who 
was jealous of the attention paid 
to a younger brother. After a great 
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deal of discussion, the mothers 
concluded that the woman was 
“making a baby” out of her six- 
vear-old and should revise her 
attitude of overprotection. Later 
on in the ward, the mother 
broached the subject to the dis- 
cussion leader, revealing a strong 
concern about the overly-strict at- 
titude of her husband toward the 
child. 

Generally, mothers were aware 
of the steps to take in order to 
prevent adverse effects from sib- 
ling rivalries and jealousies. Dur- 
ing the discussions, they offered 
such suggestions as equal atten- 
tion for each child, realizing the 


child’s need for love and affection, 


and encouraging the older child to 
assume some responsibility for the 
care of a younger brother or sister. 

Some tension was shown regard- 
ing feeding, although certainly 
not as much as is experienced by 
some middle-class mothers. The 
mothers in the group agreed a 
child should not be forced to eat 
beyond his capacity and that sub- 
stitutes should be found for foods 
the child disliked. 

One discussion disclosed a lack 
of understanding of the role of the 
parent in sex education. The dis- 
cussion leader took an active role 
to negate the misconceptions some 
mothers had. Many of the mothers 
professed an attitude of shame re- 
garding sex and showed confusion 
in relation to the parental role in 
sex education. It was obvious that 
these mothers needed a great deal 
of guidance in the area of sex edu- 
cation. We felt that by introducing 
them to the role of parents in sex 
education they would be more re- 
ceptive to such guidance after they 
left the hospital. 

The prime objective of our pro- 
gram was to introduce the moth- 
ers to group discussion methods 
and to encourage future interest in 
the dynamics of parent-child re- 
lationships. We realized that one 
_ session could not effect a transfor- 
mation in parental attitudes. We 
did believe, however, that the 
orientation given could be help- 
ful in introducing mothers to pro- 
grams organized by community 
agencies, 1.e., child health stations, 
_ P.T.A., church groups, settlement 
houses. Without such orientation, 
it would be difficult for community 
ge ke to reach mothers whose 
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socioeconomic background did not 
encourage participation in parent 
education activities. 


It was difficult to evaluate the. 


program by means of the tradi- 
tional method of questionnaires. An 
attempt was made, however, to ob- 
tain the reactions of the mothers. 
Following the program, the nurse 
and health department staff mem- 


- bers talked informally with those 


who had attended the discussions. 
The mothers were asked how they 
felt about the program and if they 
believed it was of value to them. 
This informal approach allowed 
the mothers to express their feel- 
ings more truthfully than if pre- 
arranged, formal evaluation had 
been established. From September 
1955 through June 1956, 200 moth- 
ers were questioned. Most of the 
mothers responded favorably to 
the program and felt that it met a 
real need of maternity patients. 
On the morning after a discussion, 
the maternity conference nurse 
making regular bedside visits was 
asked more questions by the par- 
ticipants in the group discussions 
than by nonparticipants. Many of 
these questions related to the emo- 
tional aspects of child care. Wher- 
ever possible, the mother was told 
about community mental health 
resources that could assist her. 

Our program was, in a sense, a 
continuation of prenatal classes on 
emotional aspects of child rearing, 
and of preventive work in mental 
health education. We were trying 
to reach mothers before concepts 
of mother and child relationships 
were fixed. The fluid nature of our 
group members’ ideas on parent- 
hood allowed for the encourage- 
ment of a healthy approach that— 
if continued—could do much to 
prevent emotional maladjustments 
among their children. 


NEGLECTED GROUP REACHED 


The program described in this 
paper was offered as an introduc- 
tion to group parent education. Be- 
cause of its ‘‘one-shot” nature, it 
was limited in scope and content. 
Programs of this nature, however, 
are one way to obviate the prev- 
alent trend in parent education, 
today: the same _ socioeconomic 
groups are continuously partici- 
pating in programs either through 
prenatal classes or community or- 
ganizations. In addition, members 


of these groups receive a heavy 
dosage of child care concepts 
through books and films. 

Through our program, we 
reached a group that has been 
neglected in much of parent edu- 
cation. Many workers in the field 
have occasionally expressed doubts 
as to the ability of a group witha 
low educational level to partici- 
pate in group discussion. Our pro- 
gram has demonstrated that an 
understanding attitude on the part 
of the leader—devoid of precon- 
ceived notions and prejudices—can 
result in intelligent contributions 
by group members. The latent 
potential of those who have not . 
had the opportunity of formal 
education can be brought out by 
programs of this type. Although 
they had limited formal education 
group members came to the dis- 
cussion armed with common sense 
solutions to problems born out of 
the experiences of family living— 
often under trying conditions. 

A group education program is 
applicable to voluntary and pri- 
vate hospitals as well as public 


‘institutions. In voluntary and pri- 


vate hospitals it is possible to work 
out a more extended program due 
to the longer hospital stay on the 
part of maternity patients. A five 
to eight-day stay—the usual range 
for private and voluntary hospitals 
—could encompass two to four 
sessions, with resultant greater 
depth of discussion and conclusions 
drawn. Because of better physical 


facilities and the longer stay of 


the patient, many of the problems 
we faced would be absent. 

Many hospital staff members are 
unaware of the resources avail-_ 
able in their communities to aid 
in the organization of parent edu- 
cation programs. State and local 
health departments and voluntary 
mental health agencies can assist 
hospitals in both the organization 
of parent group education pro- 
grams and in providing and de- 
veloping pertinent audiovisual ma- 


terials. 


The cooperation of Kings County 
Hospital and the New York City 
Department of Health points up 
possibilities for future group par- 
ent education programing with ma- 
ternity patients. Such programing 
can help strengthen America’s 
mental health education move- 
ment. 
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‘job evaluation 


answers the 65-cent question 


fe IS ESTIMATED that wages and 
salaries account. for 65 cents 
of every dollar spent for operating 
the average hospital. Therefore the 
personnel budget is an important 
65 cent question for hospital .ad- 
ministrators. 

A basic problem of management 
is to recruit and maintain a staff 
of employees trained to discharge 
the responsibilities assigned to 
them, whether these responsibili- 
ties involve simple routine work, 
or work of a complex nature. 

Wage rates are of primary im- 
portance in solving this problem. 
They must be high enough to en- 


able a hospital to hire competent 


employees and keep turnover at 
a minimum. Over-all personnel 
policies are also important, for the 
motivation of employees is not re- 
lated solely to monetary considera- 
tion. It is also necessary for each 
employee to feel that compensation 
for his job is commensurate with 


the knowledge, skill and responsi-' 


bility involved. 

From the administrator’s point 
of view, he must have a tool for 
use in budgetary control to elimi- 
nate inequities in wage and salary 
rates, and to compensate each job 


within established limits for skills 


actually required in that kind of 
work. Wage levels in local indus- 
try must be met, or it is likely 
that available personnel will be 


Robert A. Bradburn, M.A.H.A., 
F.A.C.H.A., is administrator, Memorial 
Hospital, St. Joseph, Mich., and was for- 
merly assistant administrator, Columbia 
Hospital, Milwaukee. This material is 
adapted from a paper presented at the 
Tri-State Hospital Assembly, Chicago. 


AUGUST 16, 1957, VOL. 31 


for hospitals 


by ROBERT A. BRADBURN, F.A.C.H.A. 


The author outlines, step-by-step, 
the point scoring method of job evalu- 
ation—in his opinion, the most ob- 
jective of available plans. This system 
is applicable with modification to both 
large and smaller hospitals, and it has 
proven successful in operation. 


substandard. It is a well known 


maxim that you “get what you pay 


for’, and today hospitals no longer 
accept low standards tn labor any 


more than in medical care. 


Job evaluation has been used 
widely in industry for many years. 
Recently it has also been used in 
hospitals as a scientific approach 
to effective wage and salary con- 
trol. 

The basic purpose’ underlying 
job evaluation is a fair salary lev- 


el with adequate differentials be-- 


tween occupations based on their 
relative skill, complexity, respon- 
sibilities and job conditions. Job 
evaluation provides a method for 
the evaluation of occupations in 
terms of their relative require- 
ments, together. with a_ factual 
basis for determining such differ- 
entials. It provides administrators 
with a scientific approach to this 
important phase of hospital admin- 
istration. 

In recent years the following 
three methods of job evaluation 
have been used: 


1. Job ranking 
2. Factor comparison 


3. Point scoring 
The point scoring method— 


treated in this paper—is more ob- 
jective than other plans. It not only 
furnishes a more adequate yard- 
stick for establishing wage and 
salary differentials in a single hos- 
pital, but it also facilitates job 
and rate comparisons between hos- 
pitals in any city or .geographical 
area. 


USES NINE FACTORS 


The first step in making a hos- 
pital job evaluation survey is to 
select or employ a person who is 
thoroughly familiar with job eval- 
uation and the application of the 
evaluation plan which is to be 
used. 

The point scoring system which 
we selected was originally devel- 
oped for use in Milwaukee hospi- 
tals. It uses nine factors, each of 
importance in some degree to every 
hospital occupation. These factors, 
with a brief description of the lev- 
els measured objectively, are as 
follows: 


|] Education required—the lev- 
© el of formal education which 
gives basic knowledge required to 
perform the duties of the job. 


Experience required—the 
® length of time on the job 
required for an average employee, 
with the necessary educational 
background, to become proficient 
in the duties of the job. 
3 Complexity of duties — the 
® nature and frequency of de- 
mands for independent action 
requiring the exercise of resource- 
fulness, ingenuity and judgment. 


3| 


EDUCATION REQUIRED 


This factor measures that part of the basic knowledge required to perform 
the duties involved in the job, which is usually acquired through formal 
education. Do not include on-the-job training such as internships or 
apprenticeships. Job requirements only should be considered, rather than 
the education of the employee on the job. 


DEGREE 
1. 


Ability to read, write and follow verbal or written in- . 


structions. 

Two years of high school or vocational school ... . 
Minor degree of mechanical or trade knowledge, or a 
mentality somewhat above that of the elementary school 
graduate. 

Four years of high school or vocational school ... . 


Knowledge of commercial, mechanical or vocational — 


subjects, or high school equivalent in subjects such as 
mathematics, elementary physics and/or chemistry. 

High school plus specialized training ............ 
Knowledge of specialized subjects required for registra- 
tion in occupations such as nursing or medical technol- 
ogy. Also includes advanced schooling in commercial 
subjects such as accounting or secretarial work. Equiva- 
lent to four years of high school plus two to three years 


30 


46 


70 


of college, night school or correspondence school. 

5. Four years of college or university .............. 106 
Completion of courses necessary to qualify for a college 
degree in a technical field, science, liberal arts or edu- 


cation. 


6. Postgraduate courses ... 


160 


Advanced and specialized knowledge in a technical or 
professional field, sufficient to qualify for a master’s or 


doctor's degree. 


Fig. 1—Example of definite descriptions for degree steps and point 
values for “‘education required’’ category. 


Supervision exercised — the 
© extent to which the job in- 
volves responsibility for supervis- 
ing other employees. 
Effect of negligence — the 
© consequences that may result 
from failure to follow orders or 
instructions, failure to safeguard 
the welfare of the patients, or 
‘Yaflure to protect the hospital from 
financial loss. 
6 Importance of contact with 
© others—the frequency and 
importance of contacts with other 
employees, doctors, patients, the 
general public, and the extent to 


which proper conduct is necessary | 


to create and maintain desirable 
relationships. 

Access to confidential infor- 

© mation—the extent to which 


32 


the employee is responsible for 


the safeguarding of confidential _ 


information, where disclosure may 
lead to undesirable complications. 
$ Job conditions—the extent to 
® which disagreeable conditions 
of the job such as, noise, dirt, odor, 
fumes or unpleasant sights make 
it more disagreeable than jobs in 
which these conditions are not 
present. 
Accident and health hazards 
e —the extent to which the 
employee is exposed to injury or 
contamination because of inherent 


~ health hazards which cannot be 


eliminated completely. 

Each of these factors is assigned 
a degree of intensity numbering 
from one to seven. Definite de- 
scriptions qualifying each of the 


degree steps are available, (Fig. 
1, at left). Assigning a proper 
degree for each factor of each 
job is a relatively simple mat- 
ter for the department head who 
is familiar with all aspects of the 
various jobs in his department. 
Each of the degrees for each 
factor has been assigned a number 
of point values. These range from 
0 for the first degrees of some fac- 
tors to as high as 360 points, which 
is the seventh degree of the factor, 
“experience required’. The point 
values are calculated in a geomet- 
ric progression and the starting 
levels are based on points estab- 


_ lished by experience in industry. 


After setting up the statistics by 
which each job will be rated, the 
next step is to make an analysis 
of each department to determine 
the job titles necessary to insure 
proper functioning of the depart- 
ment. It is recommended that the 
U. S. Department of Labor book, 
Job Descriptions and Occupational 
Analysis for Hospitals and Related 
Health Services, be followed as a 
basic guide for job nomenclature. 

To facilitate the preparation of 
the job list, each employee is asked 
to fill out a statement of duties 
form, which lists in order of im- 
portance the duties each performs. 
The completed forms are checked 
by the department head for ac- 
curacy and presented to the evalu- 
ator. 

When two or more employees 
are doing the same job, only one 
job title is set up such as, house- 
keeping maid. The employees’ 
statements may indicate the ne- 
cessity of setting up new job titles 
due to individual differences in 
jobs performed. For example, the 
classification, staff nurse, may be 
divided into separate jobs such as 
nursery nurse, pediatric nurse, de- 
livery room nurse, etc. 

When the job Hst for each de- 
partment has been set up, the 
evaluator takes one department at 
a time and evaluates each different 
job with the department head, de- 
termining the actual job require- 
ments, and assigning the proper 
degree under each factor in the 
evaluation plan. Figures 2 and 3, 
page 33, illustrate this process for 
the position of staff nurse. 

A point value is established for 
each job, and the totals checked 
as to the proper ranking of the 
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CODE NO.__0-33,26 


SUBSTANTIATING DATA 


CODE NO.__0-33,26 
JOB DESCRIPTION AND EVALUATION CHART 


Occupation Class 
FACTOR SCORINC 
SUMMARY OF DUTIES 
Education ‘ 70 Requires a four year high school education plus a nurs- 
Required img course equivalent to three years of college. 
Under general supervision of the llead Nurse, perform nursing 
service necessary to insure proper care of patients. Assist 
in administering specialized therapy, and assume responsibil- 
Training course shown — enables aurse to qualify for ity for supervising non-professional personnel, Provide nurs- 
Experience cegistration and perform ali duties. ing care according to physicians’ orders and in conformance 
Required months or more are required to with with recognized nursing techniques and procedures, establish- 
thods and procedures in a specific hospital and to apply ed standards and administrative policies. Interpret physi- 
the knowledge gained during training. cians’ orders, recognize and interpret symptoms, reporting 
patient's condition and assisting with or instituting remed- 
ial measures for adverse developments. Assist the Head Nurse 
with activities that relate to the personal hygiene and phy- 
sical care of the patient; assist in teaching patients good 
Complexity Work is of a diversified nature requiring independent health habits, Administer medications and note reactions; 
of Duties 4 70 thinking to perform all duties incidental to care of pa- administer direct care to acutely or critically ill patients. 
tients and to determine necessary action in emergencies. Maintain accurate and complete patient records. Guide and 
assist non-professional personnel in nursing service. 
Supervision 2 | 10 Responsible for assisting and instructing practical nur- 
Exercised | ses and nurse aides 
| 
Error or carelessness in administering medications, apply- 
Effect of 4 ing dressings or bandages, charting, observing patients 
Negligence 24 and reporting unusual conditions, might result in ser- 
ious or fatal injury to patients. 
FACTOR egree Points 
Importance Involves almost continuous contacts with patients and 
of Contacts 4 16 with patients’ relatives and’ friends. Proper conduct 1. Education Required + 70 
With Others and tact are essential to maintain favorable employee- 
patient relations and to create and maintain good will. 2. Experience Required 2 46 
Involves constant access to information concerning diag- : 
A t 4 70 
papel 5 24 noses and prescribed treatments. MPisclosure would have 3. Complexity of Duties 
tafocmetion an undesirable effect on patients and might involve the 6 Gansvcisies Chiaieiad 2 10 
§ Effect of Negligence 4 24 
Job Somewhat disagreeable working conditions due to caring 
Conditions 3 16 for badly injured patients, handling bed pans, giving 6. importance of Contacts with Others 4 16 
enemas, etc. 
7. Access to Confidential Information 24 
8. Job Conditions 3 16 
Accident or 4 16 E to health hazards due to frequent contact with : 
Health 
ea Hazards patients and contaminated or infectious material. @. Accident or Health Hasards 4 16 


TOTAL POINTS _292_ 


TOTAL POINTS 292 


jobs in the department, from the 
lowest ranking job to the highest 
ranking job. 


In evaluating a job it is im-. 


portant that the job requirements 
be the basis of the evaluation 
rather than the attributes of. the 
person currently holding the posi- 
tion. It is also important that de- 
partment heads be realistic about 
the requirements for the jobs in 
the department. For instance, it 
would be desirable, but may not 
be practical, for the rating of edu- 
cational requirements for the posi- 
tion of nurse supervisor to be at 
the level of a master’s degree. 


SUMMARY OF RATINGS 


| When all departments have been 
evaluated, a complete summary of 
the ratings is made, showing all 
the jobs in the hospital in order 
of point value. Ordinarily depart- 
ment heads are not included in 
this summary, or in the evaluation 
program, unless they perform du- 
ties in the department, as is the 
case of the pharmacist. This sum- 
mary is checked with the adminis- 
trator to determine whether the 
jobs appear to be ranked properly. 


Obvious discrepancies can be dis-. 
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Fig. 2 


cussed with the department head, 
in order to arrive at a final rating 
as accurate as possible. 

If the job evaluation is to be of 
value in wage and salary adminis- 
tration, the point values must be 
translated into doHar values. For 
this purpose a correlation chart 
is set up (Fig. 4, below). From 
current salary rates paid by the 
hospital to each individual em- 


Fig. 3 


ployee in each job classification, 
the gross salary value is placed on 
the correlation chart, and by cal- 
culation the median line is shown. 
This line shows the salary trend in 
the institution and indicates that 
as the point values increase, salary 
rates will also increase. In order 
to take into account the length of 
service of some individuals, and 
differences in ability, a rate range 


Fig. 4 
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NURSING DEPARTMENT 


Rating 
Occupation points 
Asst. Director of Nurses 588 


Asst. Director of Nurses, 


evening or night 518 
Nurse, Supervisor, 

operating room 464 
Nurse, Supervisor, general 452 
Nurse, Head, general 398 
Nurse, Staff 

operating room 310 
Nurse, Staff, general 292 
Secretary (nursing office) 240 
Nurse, Practical 218 
Surgical Technical Aide 180 
Nurse Aide 168 


is fixed at 15 per cent above and 
below the median. 

To eliminate the large number 
of rate ranges on the correlation 
chart, it has been found desirable 
to group jobs in grades and to fix 
a rate range for each grade instead 
of for each individual job. In our 
plan we.use 25 grades with a 20 


Present : 

| rate or Suggested 
Grade range range 

$-25 $440 $374-$505 
S-21 340 333- 450 
S-19 330 313- 423 
S-18 325-350 303- 410 
$-15 300-325 272- 368 
S-11 270-300 250- 313 
S-10 260-295 250- 300 
S-7 255 192- 258 
S-6 200-220 181- 245 
$-4 197 160- 218 
S-4 170-198 160- 218 

Fig. 5 


point spread in each grade. We 
then take the completed summary 
of ratings made of all the jobs 
in the hospital, and for each one 
we show the point rating, the mini- 
mum starting salary and the maxi- 
mum salary as indicated by the 
grade group into which the point 
values classify that job. This sug- 


NURSING NEEDS: MATCHING GOALS WITH EXPECTATIONS 


gested rate range can be in dollars 
per hour, week or month, which- 
ever happens to be the method of 
payment in the institution. - 

The final step involves the ap- 
plication of the plan to each de- 
partment. It is recommended that 
a summary sheet be set up for 
each department. This shows the 
jobs in the department in order 
of rank, and for each job it shows 
job title, point value, rate ranges, 
and suggested rate increments 
from starting pay to top pay (See 
Fig. 5, at left). These rates and 
ranges should be applied as guides, 
although by administrative deci- 
sion the wage rate for each job 
may be specifically established. 

This system of job evaluation 
has proven. successful in our ex- 
perience, and has been followed 
for several years by a number of 
other hospitals in the Midwest. To 
assist hospitals in establishing an 
evaluation system, professional job 
evaluation firms are situated in 
various parts of the country. Our 
hospital utilized the services of 
job evaluation councellors in Mil- 
waukee. 


In a recently published booklet, Nurses for a Growing 
Nation, the National League for Nursing projects two 
national goals for the future ratio of professional nurses 
per 100,000 population: 

1. A conservative ratio of 300 nurses per 100,000 pop- 
ulation. 
2. A higher ratio of 350 nurses per 100,000 population. 

The booklet makes clear that if nursing is to attain 
either of these goals, it must be certain of attracting and 
accommodating a growing student potential. 


Ratio per 100,000 population 


If the profession is able to do this, the NLN predicts 
that nursing can expect to approximate the goal of 300 
professional nurses for 100,000 population by 1970. (If, 
on the other hand, nursing schools only maintain the 
current admissions’ level of some 46,000 new students 
annually, the ratio of nurses to population will drop to— 
246.) 

A sharp increase in admissions, and especially in grad- 
vations, will be necessary to attain the higher goal of 
350 professional nurses for 100,000 population. The 

NLN reports that this gap between 
expectations for 1970 and the 350 


350 


325 


Nurses Needed 
To Meet 350 Goal 4 Ational goal may be narrowed: 
®@ If professional nursing can at- 
tract and educate more students than 
its apparent potential of 4 per cent 
Nurses Needed Of the college age population. 
To Meet 300 Goal @ if the withdrawal rate from 


schools of nursing can be reduced 
to assure more professional students 
graduating from nursing schools in 


Expectations with 
Potential Admissions 


275 


the future. 
@ If the prevalent barriers to pro- 
fessional nursing education—age, 


250 + 


— 


with 


sex, nationality, religion—can be 
Current Admissions 


eliminated to open opportunity for 


1956 1960 1965 


1970 more students. 
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At this North Carolina Hospital, dial televoice system provides— 


fate charge control by remote control 


by DOUGLAS EITEL 


OR MANY YEARS at North Caro- 

lina Baptist Hospital, charges 
for special services have gener- 
ally reached the business office 
after the patient was discharged, 
resulting in a definite loss of in- 
come. Late billing also caused 
annoyance. to patients and was a 
source of poor public relations for 
the hospital. 

Late charges cannot be com- 
pletely avoided in most hospitals 
because of the human element in- 
volved. Generally, the responsi- 
bility. for making out charge slips 
promptly and transmitting them 
to the business office is given to a 
nurse, technician, secretary, or 
other employee whose’ primary 
duties are of another nature. 

Since hospitals depend largely 
on the nursing department to orig- 
inate patients’ charge tickets, it is 
essential that all nursing personnel 
know the system for so doing and 
realize the value of charges deliv- 
ered promptly to the business 
office. Instruction in these clerical 


details is a continual task for man-- 


agement. Therefore, the system 
adopted for recording charges 
should be simple, flexible and 
direct. 


SEVERAL SYSTEMS AVAILABLE 


After being plagued with the 
problem of late charges for some 
time, the hospital engaged a con- 
sulting engineer from an account- 
ing firm to survey the existing 
charge controls and procedures and 
to make recommendations. No one 
system of charging can be used in 
hospitals of all sizes and cate- 
' gories, therefore, the following sys- 
tems were carefully studied in 


Douglas Eitel was serving his adminis- 
trative residency at North Carolina Baptist 
Hospitals, Inc., Winston-Salem, N. C., at 
the time this article was ij! poor He is 
now assistant administrator, Variety Chil- 
dren’s Hospital, Coral Gables, Fla. 
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To help solve the problems created 
by late charges, a North Carolina hos- 
pital utilizes a dial televoice system 
of reporting charges. The author de- 
scribes the features and operation of 
this system and lists the anticipated 
results of its installation. 


relation to the late charge problem 
at North Carolina Baptist Hos- 


pital: 


1. Pneumatic 
graph system 

2.. Messenger service 

3. Telautograph system 

4. Dial televoice system 

After carefully analyzing the 
problems and studying the various 
methods to solve the problem of 
late charges, the dial televoice sys- 
tem was recommended by the con- 
sulting engineer. This is a remote 
control system using dial tele- 
phones to send charge messages 
to a central recorder in the busi- 
ness office. The recorded charge 
information is immediately tran- 
scribed by a typist to a standard 
uniform charge ticket in the busi- 
ness office. These are given to the 
posting clerk to be posted to the 
patient’s ledger. (See Figure 1, 
page 36.) 

A unique feature of the dial 
televoice system is that telephones 
can be used at an unlimited num- 
ber of dictation stations—nurs- 


tube-addresso- 


ing stations, laboratory, operating 


room, etc. The telephone company 
makes equipment which links the 
recording machine in the business 
office to telephone facilities for the 


purpose of recording charges. 


Because departmental charges 
are recorded immediately in the 
business office, all charges appear 
on the patient’s bill at time of 
discharge, and there ts an even 
flow of work throughout the day 
in the accounting department 
rather than the usual peak and 


slack periods incident to messen- 
ger delivery. 

The dial system has these addi- 
tional advantages: 

1. The system is integrated with 
the internal telephone system. 

2. The total cost of equipment 
is less than any other system that 
does not provide for complete in- 
tegration. 

3. Responsibility for the charges 
being dictated can be placed on 
individual departments. A log of 
charges maintained at the source 
is balanced against charges being 
posted in the business office. 


EQUIPMENT FEATURES 


Several concerns market equip- 
ment which incorporates the fea- 
tures necessary to control the 
charges. The equipment selected 
at our hospital provides an audible 
warning to the person dictating 
when his voice is not being re- 
corded. This feature was a -deter- 
mining factor in purchasing the 
equipment we selected.* 

Another feature coordinated 
with the audible warning is the 
magnetic-delay voice-operated re- 
lay. The voice-operated relay is 
activated by an eleetrical impulse 
created by a voice speaking into 
the telephone. The magnetic-delay 
recorder is a tape recording device 
that works on the. magnetic prin- 
ciple. These devices compensate 
for the lag that is found in most 
mechanical recorders in starting 
and stopping. 

After the system was selected 
each special service department 
was surveyed to. determine the 
method and dollar amount of 
charge. In processing the patient 
through the hospital it is necessary 
to determine the line of communi- 
cation for the charges from the 


*Manufactured by the Thomas A. Edison 
Company. 
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NURSING STATION 
ANESTHESIA 
OXYGEN 


OPERATING ROOM 
CENTRAL SUPPLY 


¢ 


DELIVERY ROOM 
EKG-BMR 


RECORDERS LOCATED IN BUSINESS OFFICE 


FIG. 1—DIAL TELEVOICE SYSTEM 
FOR LATE CHARGE CONTROL 


TRANSCRIBER 


source to the business office. After 
such a survey the charges are more 
easily co-ordinated. 

Charges for special services are 
able to be dictated from the fol- 
lowing sources in our hospital: 
operating room, delivery room, 
anesthesia, x-ray, physical therapy, 
laboratory, pharmacy, blood bank, 
oxygen, switchboard, EKG-BMR- 
EEG, central supply and nursing 
stations. Items charged at the 
nursing station include intraven- 
ous fluids, penicillin, streptomycin, 
and other stock drugs. The charges 
are dictated by ward secretaries at 
each nursing unit. 

Our study indicated that it was 
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not necessary to use this new 
method for emergency, clinic and 
outpatient charges. In these cases, 
a charge ticket is delivered to the 
business office by a messenger. 
There is no time limit involved 
in these departments, and the pa- 
tient’s statement can be prepared 
and mailed once a month. 


PERIODIC CHECKS 


Tests and checks are employed 
to make sure that income dollars 
are not lost anywhere along the 
line. A record of charges by pa- 
tient’s name is maintained by each 
special department. These are pe- 
riodically checked against the total 


LABORATORY 


SWITCHBOARD 
RECORDER LINK 


OTHER. SPECIAL SERVICES 


Doe, 268 72 
Self oun Aug. 21,1955 
De Madi ca) 
AUG 21 650 
AUG 21 15.00 
AUG 21 750 
AUG 21 700 
AUG 21°35) CODE E 2.20 
AUG 2) 3S/DRUGS 200 | 1350 S3.708 
AUG 22°95 A-RAT 500 
AUG 22°35 LAB 2.00 
AUG 22°35 CODE E 220 
2% 400 1350 
AUG 25 35 K-RAY 5.00 
4.00 1350 10290s 
32508 


2335 
MUG 2555 7040 


POSTED TO PATIENT LEDGER 


charges for that service posted by 
the bookkeeping machine. 

In the business office the charges 
are transcribed to a uniform stand- 
ard charge ticket giving the date, 
department, patient’s room num- 
ber, patient’s name, description of 
charge (code can be substituted), 
and the amount of charge. 

In setting up the new system 
we found it advisable to take the 
carbon copies of the charge tickets 
for each department and compare 
them daily with the log or records 
at the source. If, after repeated 
comparisons, no discrepancies are 
found, all charges are being re- 
corded and received by the busi- 
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ness office. Then it is only neces- 
sary to compare periodically. the 
total dollar charge which is dic- 
tated from the source with the 


posting machine total for that 
service which is reported daily. 
PERSONNEL TRAINING 


Management must educate the 
personnel of all departments in- 


volved in patient service concern-. 


ing their role in the business cycle. 
This includes, of course, the charg- 
es to patients for services received. 
(These charges are translated into 
accounts receivable, then into cash 
with which the hospital can pay 
salaries and buy supplies needed 
for further service to patients, etc.) 

Probably the best solution is to 
-Impress upon the personnel, both 
clerical and professional, the im- 
portance of getting the charges to 
the business office promptly. A 
tour of the business office and an 
explanation of how it functions 
will sometimes aid in stressing 
promptness. Often a time deadline 
will help. 


OPERATION OF TELEVOICE SYSTEM 


By dialing an assigned code (see 
Figure 2, below) from a P.B.X. 
station, the caller will be. auto- 
matically connected to an idle 
telephone company dictation ter- 
minal. This equipment completes 


the connection to the _ hospital- 
owned dictation recorders and 


places a distinctive ‘“‘ready” tone 


signal on the line. | 

After hearing the ‘‘ready”’ tone 
signal the caller may, by dialing 
single digit codes, transmit signals 
to the hospital-owned. recorder 
causing it to function. The codes 
that are dialed on this particular 
system and their function are as 
follows: 

1. Start and stop codes—Dial ‘‘1” 
after the ‘“‘ready”’ tone signal 

2. Correction code—Dial ‘2” 

3. Playback code—Dial ‘3” 

4. End of message—Dial ‘'4” 

5. Hangup by caller—When the 
caller hangs up, the telephone cir- 
cuit automatically transmits ‘“‘end 
of message” signal to: the recorder, 
releases the ealling line, and is 
ready for further use. 

This system is flexible and its 
many features can be utilized to 
accommodate a particular opera- 
tion. Hospital .charges:- are a spe- 
cial application as large numbers 
of people are involved in dictating. 

When installing the system at 
the North Carolina Baptist Hos- 
pital, it was decided to keep the 
operation as simple and uncom- 
plicated as possible. The dictators 
were taught to dial “8” and “1” to 
start, and when finished dictating 
they would merely hang up the 


FIG. 2—DIAL TELEVOICE 
A SIMPLE DIALING PROCEDURE PUTS THE CALLER 
IN COMPLETE CONTROL OF THE RECORDING INSTRUMENT 


PLAYBACK 


END OF / 


MESSAGE 
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receiver. With so many people dic- 
tating the short duration charges, 
we did not want them using or 
tampering with the other features 
of the system which could de- 
crease the availability of the re- 
corders due to unnecessary play- 
backs or corrections, and result in 
a delay of charges. 

At the present time, corrections 
are handled by the caller com- 
pletely dictating the charge and 
then saying “correction”. The tran- 
scriber will type the erroneous 
charge on the uniform charge 
ticket and then void the ticket 
upon hearing the word “correc- 
tion”. Even though this involves 
the cost .of a charge ticket and 
additional time spent in typing, it 
is felt that in the long run this 
simple procedure will facilitate a 
current flow of charges. 


ANTICIPATED RESULTS 


The system has been in opera- 
tion only a short time at North 
Carolina Baptist Hospital. There- 
fore, it is difficult to plaee an ac- 
curate evaluation on the economic 
advantage to the hospital. We are 
optimistic, however; concerning the 
following anticipated results: 

Public Relations | 

@® Now that the patient receives 
a final bill upon discharge, we have 
noticed a reduction in the number 
of complaint letters. 

@ The general attitude of the 
public toward the hospital seems 
to be improved. — 
tncreased collections or income 

@ We anticipate an increase 
in collections because. the total 
amount of the bill is ready for 
payment on discharge. 

@ Since more charges are com- 
ing to the business office from the 
special services under the new 
system, we can expect more rev- 
enue from these departments. 
Reduced accounting costs 

® There has been a reduction in 
the number of letters written to 
explain charges. 

@ We have found fewer accounts 
outstanding. 

@ The number of accounts to 
prepare each month for billing has 
been reduced. 

@ Definite savings are realized 
on stamps, envelopes, and time of 
personnel because of the reduced 
number of statements mailed each 
month. 
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the American Hospital Association's 


£ he NAME John Hayes is especially familiar to 
readers and editors of hospital journals. One of 
his early contributions to the literature was a dis- 
cussion of rehabilitation of an old building rather 
than new construction. It appeared in The Modern 
Hospital in 1935. 

Since then, essays, comments and columns have 
flown in a steady stream from his pen (literally a 
much used Remington typewriter). The side of him 
that the editors of HOSPITALS know best is that side 
reflected in his column of homely philosophy and wit 
which has graced the pages of this Journal since 1952. 

But. there is another side to John Herman Hayes— 
the serious leader in hospital affairs, the director of 
a monumental study on financing costs of hospital 
care, the vigorous and persistent campaigner for 
nurse recruitment, the equally vigorous opponent of 
national health insurance, a pioneer in sound retire- 
ment plans for hospital employees. This side has just 
won for John Hayes the 1957 Distinguished Service 
Award, the highest honor conferred by the Ameri- 
can Hospital Association. | 

Like many of his generation of hospital admin- 
istrators, Mr. Hayes did not start his professional 
life in the work that was to become his career. 
Actually, the happenstance that brought him into 
the field was stranger than most and bears repeating. 

Mr. Hayes began as a messenger in Wall St.; then 
on to banking on New York’s Bowery where he soon 


‘became disenchanted with banking’s glacier-like pro- 


motion pace. So he struck out in the compressed gas 
business and moved smartly up the ladder. From 1914 
to 1924 he served as manager of the Compressed Gas 
Manufacturers Association. In 1924, the bright young 
man was offered the post of assistant to the president 
of Ohio Chemical and Manufacturing Company in 
Cleveland. 

His family wasn’t happy on the banks of Lake 
Erie, ascribing a plague of family illnesses to the 
absence from beloved New York. Mr. Hayes resigned 
his position and started looking for another job in 
New York. This was 1926 when confidence knew no 
bounds and giving up one job without another firmly 
in hand struck no terrors into the heart of a man 
with a young family. 


38 


to 


Eight years earlier, one of the outbursts of World 
War I Germanophobia which gave us “liberty cab- 
bage” for sauerkraut had given New York’s old 
German Hospital (founded in 1857) the more topo- 
graphical name of Lenox Hill. 

As the years passed, most of the trustees of the 
hospital believed that the result of this change was 
good. Their thinking was not shared by some other 
friends of the hospital. A campaign was begun to 
revert to the old name, the decision being in the 
hands of the members of the corporation. Member- 
ship went with a small donation to the hospital. A 
proxy fight ensued. 

Enter John Hayes, currently “at liberty” and with 
many friends on the scene of battle. One of those 
friends was the vice president of the Lenox Hill 
board. He asked Mr. Hayes if, while he was between 
jobs, he would spend about three weeks lining up 
proxies for the new name. The three weeks became 
two months but led to victory for Lenox -Hill. i 

The name problem was settled but the hospital 
had other problems so the trustees wondered if Mr. 
Hayes would stay around a while and apply his 
business background to those problems. He did stay 
around a while—as an assistant to the president until 
1932, as superintendent until 1952, as director until 
1953, and as consultant to the board until the present 
time. The three weeks became more than three 
decades. 

Mr. Hayes came to an early realization that an 
administrator must look out beyond the walls of 
the institution he directs. He believed, and still be- 
lieves, that ‘“‘a good administrator becomes active in 
his local and state hospital organizations.” 

He is now preaching what he practiced. In 1938, 
he was elected president of the Hospital Association 
of New York State and in 1943 was named to the 
Board of Trustees of the American Hospital Asso- 
ciation, the beginning of long and solid service to 
all hospitals through the AHA. He moved promptly 
to the elective pinnacle of organized hospital affairs, 
serving as president of the AHA in 1946-47. It was 
during his term that the journal TRUSTEE was started. 

Even after his term as president, he remained 
extremely active. He was named chairman of the 
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John H. Hayes” 


Council on Government Relations in 1949 and in 
that position became the spokesman of organized 
‘hospital opposition to the Wagner-Murray-Dingell 
bills for national hospital insurance. His keenest foes 
(men like former Senator Claude Pepper and Sen. 
James Murray) in this arena became his fast friends. 
His role in the movement which led to AHA en- 
dorsement of the National Health and Welfare 
Retirement plan as a pension plan for. hospital em- 
_ ployees was a key one. He is still active (vice 
president, as a matter of fact) in this organization. 
Hospital nursing problems subsided during the 
Cadet Corps era of World War II. But they quickly 
moved front and center locally and nationally. John 
Hayes was a member of the AHA’s committee on 
nurse recruitment from its organization; became a 
member of the National League for Nursing’s com- 
mittee when the NLN took over this task, and was 
named chairman of the committee in 1953, a post 
he still holds. | 
A more prudent, less dedicated man would have 
obeyed the 1952 warning of a coronary attack and 
the tracings of the EKG. He set out to do so but 
his concern for hospitals made it impossible to make 
the deed the offspring of the thought. 
This concern made it impossible for him not to 


accept (against his better judgment) the directorship 


of the Commission on Financing of Hospital Care. 
This essential corollary of the study done by the 
Commission on Hospital Care was directed first by 
Graham Davis, who became ill, then by Dr. Arthur 


Bachmeyer who died May 22, 1953, five months after ° 


he stepped into the breach. | | 

Gordon Gray, now director of the U. S. Office of 
Defense Mobilization, was chairman of the Com- 
mission. In the foreword to the Commission’s report, 
Mr. Gray says: 

“John Hayes was drafted at approximately the 
time of his retirement from -the superintendency 
of Lenox Hill Hospital in New York to fill the gap 
created by Dr. Bachmeyer’s untimely death. Mr. 
Hayes’ unusual understanding of hospital problems, 
reflecting his long experience as a successful hospital 
administrator, wa¢ of material assistance to the Com- 
mission during the latter months of the Commission’s 
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“The ‘caste system’ 
of private, semi-private 
and ward rooms will 


disappear.” 


“We'll have 
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“Patients will be 
| rooms, as in hotels.”’ 
our most expensive luxury.” 
to be able to close 
in dull periods.” 


work when recommendations were being formulated 
and the final report was being compiled. Largely 
through his efforts, the Commission’s timetable was 
maintained ... He contributed greatly as a counselor 
to both Commission and staff members.” 

There is much more, of course, to the serious side 
of John Hayes than can be recounted in a short 
essay. But even the shortest of essays on him would 
have a fatal shortcoming if it didn’t mention the 
other, the “PRN” side of John Hayes. 

There is no special award in the hierarchy of 
hospital affairs for the lighter side of things. If 
there were, Mr. Hayes would be leagues ahead of 
any other contenders. He believes that an important 
quality of the hospital administrator (to digress; he 
fought a losing battle against the now-almost-uni- 
versal acceptance of the title ‘‘administrator’’) “‘is 
that of a sense of humor. This enables him to be 
more helpful to others and better able to bear his - 
many responsibilities.” 

His column “PRN” (to take as necessary) is proof 
of his possession of this sense of humor. It all started 
when the late John Storm, then editor of HOSPITALS, 
rejected some light Hayesian poetry but suggested 
that Mr. Hayes try his hand at a column on the 
lighter side. 

The results speak for themselves in ‘‘Moron’s Medi- 
cal Lexicon” (Venous—a goddess); “Snake Hollow 
Hospital Notes” (Our physical therapist is now serv- 
ing part-time in the public schools, teaching the 
younger children who have been brought up in ranch 
houses how ‘o climb stairs safely). He manages to 
shoehorn in a piece of generally-verboten poetry 
despite the efforts of his editors—once he did it by 
writing the poem and then typing it as paragraphs 
rather than line for line. It fooled no one but 
amused all. | 

Recently, he took time out to muse out loud over 
his past and what he admitted was a hazy view of | a 
the future. | 

‘“‘We have really made hospitals the court of just 
about first resort for sickness instead of the court 
of last resort. The conquest of this fear of hospitals 
may well be our generation’s biggest achievement.” 

“In addition to cash compensation, there is in 
practically every occupation in hospitals what might 
be called a large fringe benefit which is not usually 
available to workers in other fields of endeavor. It 
is the inner satisfaction, at the end of each day, that 
comes from the knowledge that you have been help- 
ful to others who sorely needed help . . . No one can 
have this feeling in greater measure than the man 
or woman who administers the hospital.” 

‘We have to broaden hospital services. Make it a 
community affair. It belongs to the community. 

“The ‘caste system’ of private, semi-private and 
ward rooms will disappear. Patients will be assigned 
to numbered rocms, as in hotels. 

“Empty beds are our most expensive luxury. We'll 
have to provide greater flexibility. We’ll have to be 
able to close areas of the hospital in dull periods.”’ 

Both sides of John Hayes will be honored when, 
in Atlantic City on October 2, he receives a gold 
medallion and a citation—the Distinguished Service 
Award. | | . 


‘We have really made hospitals the court 
of just about first resort for sickness in- 
stead of the court of last resort. The con- 
quest of this fear of hospitals may well 
be our generation’s biggest achievement.” 
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IVIC LEADERS are increasingly 
faced with the chaotic situa- 
tion resulting from a multiplicity 
of national and local charity drives. 
It is becoming apparent to many 


community drive leaders that this 


situation is tending to produce a 
state of confusion and indifference 
on the part of the public. 

Civic-minded people are looking 
for ways to correct the situation. 
Few have found satisfactory solu- 
tions. About 600 communities have 
adopted some form of “united” or 
“federated” giving programs, but 
many of these are makeshift or 
stop-gap programs, adopted in the 
face of immediate difficulties rath- 
er than as solutions to the larger 
problems involved. 

In Pittsburgh last fall, for exam- 
ple, civic leaders organized a 
united fund drive which, although 
successful from the standpoint of 


exceeding all previous dollar char-_ 


ity goals, was not able to secure 
the cooperation 
of some of the 


the united approach 
to chaotic charity _ 


by ARNOLD F. EMCH, Ph.D. 


national health 
and welfare as- 
sociations, no- 
tably the Na- 
tional Heart 
Association. The 
result has been, 
in My opinion, a 
collision of in- 
terests hardly 


- 
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== . favorable to the 
long-term success of either group. 

The Boston Chamber of Com- 
merce in January 1956 voted to 
combine all annual fund-raising 
campaigns of welfare and health 
agencies in greater Boston. They 
found that (1) there was.a grow- 
ing multiplicity of charity drives 
which had created public confu- 
sion and resentment, (2) some 
major charities had consistently 
failed to attain goals in past five 
vears, and (3) aside from monu- 
mental costs directly borne by 
charities, there is a growing cost 
in volunteer time, not only to busi- 
ness but to the entire community. 

The New England Journal of 
Medicine! in the same month 
called attention to the need for 
consolidation of drives for charity 


Arnold F. Emch, Ph.D., is a partner of 
Booz, Allen and Hamilton (management 
consultants), Chicago, and is in charge of 
this firm’s department of institutional 
management. 


In his discussion of the various ap- 
proaches to fund-raising, the author 
emphasizes that fund-raising is only 
one factor in integrated community 
planning and financing for health and 
welfare agencies. He describes a com- 
munity program that, in his opinion, 
utilizes scientific management tools to 
coordinate interagency programs and 
still allows participating agencies au- 


tonomy. 


funds. “‘The particular emotional 
appeal of any one disease or group 
of persons affected may well lead 
one to increase his proportionate 
contribution to that disease or 
cause.” It also pointed out “the 
general illogicality of the free-for- 
all grab for the charity dollar.” 
The Massachusetts Physician? 
went so far as to say: “The fact 
that many of these drives are fail- 
ing to achieve their goals is proof 
that the saturation point for na- 
tional charity fund raising is being 
reached. Many of-the individual 


organizations will be reluctant to 


give up their independent action 
and will insist on continuing the 
confusion. It will take some per- 
suading to convince all that there 
must be rationing of available 
charity funds. Perhaps nothing but 
a revolt on the part of the public, 
expressed by a closed pocketbook, 
will accomplish this.”’ | 

Such a revolt would, of course, 
be unfortunate in the extreme. But 
what then is a practical program 
for civic leaders to follow in or- 
ganizing community support of 
voluntary health, welfare and re- 
lated agencies? 

Many of the programs to date 
have revolved around partisan 
issues rather than total community 
requirements, and have led fre- 
quently to decisions of expediency 
rather than to sound programs 
for the preservation of voluntary 
agencies. These programs of com- 
promise cannot long endure if they 
do not eventually solve the basic 
issues at stake. 


|] General objectives of organized 
® community effort 


Reducing the problem to its sim- 
plest form, we are confronted with 
the fact that a great many pro- 
fessional people and civic leaders 
are involved in all manner of Civic 
activities which take a great deal 
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“much to be done... 


HIS ARTICLE is an excellent analysis of relation- 
Leu of givers and services in communities today. 
As the author says, there is much to be done to 
insure the continued voluntary support of adequate 
services. 

In recent years, I have crisscrossed this country 
at the invitation of groups initiating united funds. 
(Incidentally, the number of united funds is now 
more than 1,000, and they raise 80 per cent of the 
united fund and community chest dollars.) This ex- 
perience of seeing the rededication of leaders in more 
than 70 communities has been a real inspiration. And 
it should be remembered that the united fund move- 
ment is only nine years old. 

It is necessary to resolve whether or not some 
major national agencies will accept monies raised in 
united drives. My hope is that “local option” will be 
endorsed. I am dedicated to the united concept, be- 
cause it provides more dollars for services and has 
brought greater efficiency to fund-raising. I am con- 
vinced that individual communities should have the 
right to say how they will raise their money. Of 
course, this freedom carries with it the responsibility 
to produce sufficient dollars to meet true minimum 
needs. I believe that such a cooperative plan would 
give the nationals excellent and adequate support 
and would prevent head-on collisions. 

From my experience in Detroit and elsewhere, I 
question the statement that the formation of united 
giving programs has revolved around partisan issues. 
There is, however, much that needs to be done to 
develop total community programs and to promote 
better understandings between agency people and 
fund-raisers (although many citizens are both) and 
between those representing national, state and local 
agencies. 

Michigan, through its Michigan United Fund (a 
federation of national and state agencies) and through 
the counties which participate in the United Founda- 
tion of Detroit, has reason to be proud of relationships 
with national agencies. Partnership arrangements and 
sound financing have been developed. This has been 
done while United Community Services, the federa- 
tion of local agencies in the Detroit area, has had 
a budget increase in the eight-year history of the 


United Foundation from $5.4 million to $9.5 million 
or 76 per cent. ? 

Let us go back to the subject of total community 
planning and tie it in with budgeting. The sound 
principles of business management should be intro- 
duced in both, if they have not been. I believe agency 
people will welcome this as a means of knowing 
where they are going. I am convinced that all agency 
budgets—whether they be national, state or local— 
should be reviewed on the basis of program. I believe 
also that, within a framework that has been defined, 
agencies should have autonomy and the accompanying 
accountability. I see no insurmountable obstacles to 
total community planning if it concerns itself with 
broad objectives. 

My colleagues in the executive committee and board 
of the united foundation are studying ways and means 
of improving relationships where this would be desir- 
able. Having had outstanding success in fund-raising, 
Detroit plans to consolidate community understanding 
and thus guarantee a continuing efficient expendi- 
ture of the contributor’s dollar.—Ray R. EPPERT, presi- 
dent, United Foundation of Metropolitan Detroit. * 


of their time, effort and financial 
support. After a while, these civic 


tributors, volunteer workers and 


themselves, that the organized 


oS Dissatisfaction with present ar- 
rangements 


leaders begin to wonder how they 


can reconcile a sense of community 
obligation with an equally strong 
sense of human limitations of the 
time, energy and money that can 
be devoted to such activities. 

They are then faced with the 
problems, on the one hand, of pro- 
viding adequately for the effective 
operations of voluntary health and 
welfare agencies and, on the other 
hand, of being able to assure con- 
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community effort is in fact neces- 
sary and effectively administered. 
In so doing, they must, of course, 


be sure that the essential health 


and welfare needs of the com- 
munity are adequately met. But 
they must also be sure that the 
effort expended and the funds con- 
tributed are not wasted. At this 
point a program of “united giving” 
usually comes up for considera- 
tion. | 


No one is likely to disagree with 
community aspirations for an ade- 
quate and well-administered com- 
munity health and welfare pro- 
gram. But, if this is so, why are 
these objectives rarely achieved.in | 
our communities, and why should 
there be so much dissatisfaction 
on the part of voluntary agencies 
and contributors alike? 

Agency executives, business 
leaders and campaign contributors 
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“a new and challenging approach... 


R. EMCH has written a lucid exposition of the 
M critical, current conflict of interests in annual 
community: health and welfare fund-raising cam- 
paigns and has revealed the many impediments facing 
the achievement of harmonious, united and resultful 
effort. 

He has proposed, in our judgment, a new and chal- 
lenging approach to the solution of the problem, and 
has indicated the possible outcome if the problem 
goes unresolved: a growing state of confusion and 
indifference to philanthropic effort on the part of the 
public generally. | 

Private, voluntary philanthropy for human bet- 
terment, both material and spiritual, is not only a 
gigantic six-billion-dollar enterprise, but is a domi- 


nant feature of our democracy. It is one of our free-- 


doms, one that is as deeply woven into the fabric 
of American life as freedom of speech or religion. 

Much is at stake in solving the problems of philan- 
thropy as related to united community effort outlined 
by the author. Should such effort over the nation 
relapse into competitive multiplicity and bring about 
public indifference and nonparticipation, all private 
philanthropic effort is jeopardized. 

The forces which advocate “letting the government 
take over’’ are also greatly strengthened. 

The author has pointed out the groups concerned 


in the now greatly enlarged conflict of interests in 
the area of united community fund-raising. They in- 
volve not only the community, but state and national 
groups and federal government organizations as well. 

He proposes a bold and rational approach to a 
solution, through the creation of new groups com- 
pletely representative of all interests and points of 
view, and has pointed out how the powerful tools 
of management can provide the effective techniques 
for successful procedure and action. 

These suggestions also reach into fund-raising prin- 
ciples of known validity. Once agreement is reached 
by means of the new and truly representative group 
action Mr. Emch proposes, fund-raising experience 
tells us that it is then requisite (1) to formulate a 
compelling case, (2) to enlist influential top leader- 
ship of the whole community behind the effort, which 
will champion the cause and actively work for it, 
and (3) to engage in a comprehensive, skilled pro- 
gram of wide public interpretation, information and 
action which will appeal both “to the mind and heart”’. 

Conflict of interests is not new to the develop-— 
ment of America. The colonies, after the Revolution, 
wrangled among themselves and finally adopted the 
Articles of Confederation. Then they fought. bitterly 
over the Articles until they gave way to the Con- 
stitution. 

Clashes of interest and ideas have always char- 


acterized America. They flourish as freely today as 


in any period in our history. 

It is an expression of free democracy to seek 
progress and improvement; I do not think we would 
wish to choose the alternative of despotism or autoc- 
racy. We as a people have ironed out our conflicts 
on the anvil of free discussion. 

Perhaps some community, or a number of them, 
will bravely undertake Mr. Emch’s challenging for- 
mula for united planning and united action. 

Such pioneering experimentation would test local 
community reactions and responses. Their successes 
could be far-flung in influence. Conceivably they could 
set new guides, new landmarks in annual private 
philanthropy.—CHARLES A. ANGER, chairman, execu- 
tive committee, John Price Jones Company, Inc., New 
York City. . 


are expressing dissatisfaction with 
present arrangements. The cumu- 
lative effect of their doubts, criti- 
cisms and irritations makes one 
wonder how voluntary agencies 
have been able to survive with any 
degree of vigor and why contrib- 
utor groups continue to come 
through each year with substan- 
tial amounts of money. 

Here, partisan points of view 
contribute to dissension, not only 
aggravating the problems encoun- 
tered in community welfare effort, 
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but also acting as a primary ob- 
stacle to their solution. Why should 
this be? Why is there such a wide 
divergence of opinion in areas on 
which all are agreed at least as 
to general objectives? Let us look 
at the groups involved. 


3 The tug beween contributor and 
© welfare worker 


A. large number of citizens in 
any community can be classified 
primarily as belonging to contrib- 
utor groups. They are fundamental 


to the whole idea of a voluntary 
community system. But unfortu- 
nately, too frequently contributor 
groups concentrate their interests 
on campaign goals and how much 
money can be raised to meet these 
goals, without too much interest 
in the specific agencies to be sup- 
ported or what they are trying to 
accomplish. 

The result is an attempt to keep 
the campaign goal as low as pos- 
sible, at least within reaching 
distance, and especially to keep it 
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from soaring higher and higher 
each year. The primary concern 
becomes how much money can 
actually be raised, rather than how 
much agencies really require in 
order to meet the health and wel- 
fare needs of the community. 

Money is an important and 
practical concern, and it is a good 
thing that we have realistically 
cautious people in our midst. But 
in the zeal for economy and for 
common sense goals, such people 
tend to look with suspicion on so- 
called welfare planners and agen- 
cy personnel who, if we are to 
believe some of these contributors, 
are a motley array of socialistic- 
minded enthusiasts who keep 
dreaming up new and novel ways 
of spending everybody else’s 
money. | 

There are certainly devoted, pro- 
fessional welfare workers who do 
seem to have a special aptitude 
for ferreting out new and greater 
social needs which, of course, al- 
ways require more money. In their 
eagerness to do a better job as 
they see it, these dedicated people 
tend to look with equal suspicion 
on the contributor groups as some- 
how being less well informed on 
welfare matters, and even as being 
derelict in social conscience be- 
cause of their emphasis on cost 
and economy to the apparent ex- 
clusion of everything else. 

Within the community, then, 
two essential and legitimate inter- 
ests exist, classified roughly into 
contributor groups and profession- 
al welfare groups. Their interest 
should be the same, but their atti- 
tudes, sympathies, backgrounds, 
objectives and general relation- 
ships are too frequent distinct 
and different. 

The contributor group is repre- 
sented in community chests and 
community funds, -while the wel- 
fare group comprises various kinds 
of welfare councils. These are two 
separate and distinct types of or- 
ganization, but they are inter- 
related through all manner of 
interlocking relationships that have 
become crystallized over the years. 


4. The case for the nationals 


There is also in each community 
a third powerful group comprising 
the ‘‘causes’’—the national health 
and welfare associations and soci- 
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eties. There has been for many 
years a trend toward. nationaliza- 
tion in health and welfare organ- 
izations which complicated 
local community problems tre- 
mendously. 

Today, quite apart from any 
government programs, these na- 
tional “‘causes”’ pose a problem. if 
our democratic, voluntary, “grass- 
roots” community efforts are to 
survive. The national groups are 
by no means without justification 
in their resistance to incorporation 
into local united community pro- 
grams, but what they do not appear 
to comprehend is that the ultimate 
arbiters of planning for financing 
health and welfare needs of a com- 
munity are the leaders in such 
communities. 

National societies will find it in- 
creasingly difficult to invade local 
communities for special purposes. 
Sooner or later each national group 
will have to present its case as 
do local agencies for careful gen- 
eral review and approval. This is 
not stated as criticism, for many 
of the national societies are doing 


superior and essential work that 
cannot be duplicated by local 
groups. Rather, this statement is 
the result of a careful evaluation 
of present trends. 

In addition, there are all kinds 
of other groups that can be singled 
out, such as major industry groups, 
professional groups, labor groups 
and even government’ groups, 
which criss-cross in one way or 
another. Their interests are vari- 


‘ously lined up, depending on the 


particular health or welfare issue. 
All of these must be evaluated in 
any coordinated plan for financing 
community programs. 

A less sturdy or more indifferent- 
population than ours might say “a 
plague o’ both-your houses!” But 
we have not yet arrived at this 
state of cynicism, and we can still 
do something to bring order out 
of chaos. We must rely on clear 
observation of the facts, on thor- 
ough and objective analysis of all 
contributory elements, and_ on 
practical answers that can be ac- 
cepted by all groups without a 
sense of defeat or injustice. 


>> 


1/3 Aj 


Shakes peare 
might have 


seen it 


E hospital life as 


in it.‘’—-Hamlet. 
Night-time: 


Discharged: ‘‘Beggar that | am, 


February 1957. 


a 


On admission: ‘‘O, that a man 

might know. The end of this 
... eer it come.” 

—Julius Caesar. 

The hot water bottle: ‘‘Come let 

me clutch thee.‘’—Macbeth. 

‘| have great comfort from 

this fellow.’"—The Tempest. 


Operation gown: 


know this mantle.”’ 


Anesthetic: ‘‘It goes against 
stomach.'’—As you Like It. 
Doctor’s notes: “Can you no 
read it... is it not fair writ.” 
—King John. 


Occupational therapy: ‘‘Though this be madness, yet there is method 


. and sleep, that sometimes shuts up sorrow’s eye, 
steal me awhile from mine own company.” 


—Midsummer Night's Dream. 


| am even poor in thanks!"’ ‘‘Oh, 
Lord that lends me life, lend me a heart replete with thankfulness.”’ 


—Henry VI. 


—O.E.C., in Nursing Mirror and Midwives Journal (London), 
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: 

Injections: ‘‘Why, th nowest 

lam as valiant as Hércules.”’ 

—Henry IV. 

You \all do 

—Julius Cdesar. 

= 


This is a problem of management 
in the broadest sense. Let us ex- 
plore the problem of united giving 
in this light. | | | 


5 The historic case for community 
e chests and welfare councils 


The idea of organized effort in 
community planning and in the 
raising of funds for health and 
welfare is of course not new and 


no one seriously questions its 
necessity. 
The community chest idea was 


first introduced experimentally, 
but it had enough success so that 
most urban communities in this 
country saw the desirability of an 
organized approach to the appraisal 
and financing of welfare needs. 
Money cannot be raised, how- 
ever, without some kind of goal, 
and ultimately such goals must be 
related to the actual cost of the 


services required. This, in turn, | 


calls- for a survey of needs and 
the planning of programs to meet 
those needs. So, more or less con- 
currently with the establishment 
of community chests, welfare coun- 
cils or groups of associated social 
agencies were also established to 
‘provide the planning function for 
the community chests. 

This general pattern has pre- 
‘vailed until recently when it be- 
came apparent in some communi- 
ties that the traditional approach 
was inhibiting agencies in plan- 
ning new functions that had de- 
veloped over the years. It ap- 
peared that a more comprehensive 
and effective arrangement would 
have to be devised. 

Such an arrangement has just 
begun to be developed, and for 
‘lack of a better phrase it has been 
called the ‘united way’, incor- 
porating both the ideas of united 
planning and united giving. It 
“means simply the bringing together 
of all planning and financing ef- 
forts for health and welfare into 
one integrated activity within a 
community. 

Let us see what are some of 
the problems that have brought 
about by this new development— 
the ‘united way”. 


6 Local, state and national agencies 
° in a united community program 


The relationship of local, state 
and national agencies in any inte- 
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grated community program is a 
fundamental problem. It is of 
special importance today because 
an increasing number of state and 
national agencies are not included 
in the programs of community 
chests. 

The problem is further compli- 
cated by the fact that most na- 
tional agencies’: have not cooper- 


ated in an effort to restore orderly 


local relationships between volun- 
tary agencies and their local con- 
tributors. Instead there has been 
hesitancy, unwillingness and actu- 
al opposition by national agencies 
to the idea of participating in 
united local efforts. 

Apparently national agencies are 
not yet convinced that the united 
way is a sound answer to the prob- 


lem of unrestricted competitive 


fund-raising. These questions must 
therefore be asked: Have: national 
agencies lost touch with local com- 
munity problems?. Do they under- 
stand the full implications of 
united giving? Are there substan- 
tial reasons for their opposition to 
this new. development? 

National agencies can, of course, 
raise cogent arguments in their 
favor. For one thing, by cooper- 


ating in separate united local ef- 


forts, they may lose avenues of 
nation-wide publicity usually as- 
sociated with national campaigns. 
Since local direct service pro- 
grams do not exist in every com- 
munity, they have depended heav- 
ily on local leaders to get their 
stories across in each community. 
Local fund-raising for national 
causes is most. successful when it 
is combined with a primary na- 
tional program of public education 
which cannot be accomplished as 
effectively through purely local 
channels. 

Many state and national agen- 
cies have developed programs that 
have grown rapidly and substan- 
tially in the last 10 years. This 
leads to the practical matter of 
establishing a satisfactory basis for 
balancing the fiscal needs of state 
and national health and welfare 
agencies against the fiscal needs 
of local agencies in relation to the 
total amount of funds that can be 
raised. - 

Since it is assumed that total 
national budgets cannot be _ re- 
viewed satisfactorily at the local 


level, it has also been assumed that. 


the programs of national agencies 
ought not to be reviewed either. 
But it is in these very programs 
that the reasons are found for 
giving to any agency. If the pro- 
gram is necessary, and well ad- 
ministered, and understood by econ- 
tributors, then there is a reason 
for giving. 

If this set-of related facts were 
better understood, national and 
local groups would also under- 
stand that some health and wel- 
fare services of great importance 
to the people of a community can 
be more effectively’ and econom- 
ically administered by a state or 
national organization. With proper 
review, each program could then 
be judged on its own merits with- 
out emphasis upon tHe level of 
organization. | 

The main problem in this area 
lies in clarifying the purposes, 
methods and needs- of each or- 
ganization, national or otherwise, 
and in permitting review and ap- 
praisal of programs rather than 
budgets at the local level. In this 
way effective and inclusive plan- 
ning can be done at the local level 
and community efforts integrated. 


< Extent of governmental responsi- 
e bility for health and welfare service 


Another major problem concerns 
the responsibility of government 
agencies for certain community 
health and welfare services. The 
acceptance of responsibility for 
specific services on. the part of 
government is the most important 
single factor determining the bal- 
ance of voluntary funds required 
to meet the needs of a united plan- 
ning and giving program. 

The responsibility of govern- 
ment is defined by law, but this 


‘responsibility is determined in ac- 


tual practice by the limitations of 
government budget appropriations, 
whether federal, state or munici- 
pal. Generally, the government 
provides for basic needs through 
economic relief or care of public 
assistance recipients. | 
There are in addition many gov- 
ernmental welfare services of non- 
relief and nonmedical character, 
such as public recreation and adult 
education. It remains, however, 
for local voluntary programs to 
round out and supplement govern- 
mental services in order to assure 
the existence and continuity of a 
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well-balanced community program. 

Since the total welfare funds ex- 
pended by government agencies 
are large, any shift in government 
budgets will require a major re- 
adjustment of voluntary communi- 
ty programs. Under these circum- 
stances, defining the areas of 
responsibility of governmental and 
voluntary agencies becomes a 
problem of greatest importance. 

Defining areas of responsibility 
can only be accomplished by in- 
cluding government agencies as 
full participants in community 
planning. This develops. close 
working relationships with local 
agencies and permits decisions as 
to areas of functional responsibil- 
ity without the participants becom- 
ing involved in political consid- 
erations. 


$ Adequacy of funds in relation to 
community health and welfare 


needs 


A third problem concerns the 
question of whether united giving 
will provide enough funds to en- 
able voluntary agencies to meet 
recognized community needs. 

Appraisal of the fiscal needs of 
agencies involves two considera- 
tions: (1) what service programs 
are required to meet the needs of 
the community; and (2) what 
funds are required to enable agen- 
cies to provide these services ade- 
quately. This appraisal implies 
good management and proper use 
of funds, a point which cannot be 
minimized and which will be dis- 
cussed in a subsequent section. 

Finally, the adequacy of a pro- 
gram of voluntary health and wel- 
fare services involves the willing- 
ness and ability of the community 
to accept responsibility for the pro- 
vision of adequate services, wheth- 
er minimal, legitimate or generous, 
through voluntary contributions. 

Practically, the particular level 
of adequacy will be determined 
largely by the level of understand- 
ing in the community regarding 
health and welfare problems and 
by the attitude of leaders in ac- 
cepting responsibility for seeing 
that specific needs, defined in terms 
of specific standards in specific 
circumstances, will be met. 

There must be no implication 
here that human needs in them- 
selves are not the first considera- 
tion. These human needs vary from 
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dire emergencies to all the nice- 
ties of life. ; 

The discovery and definition of 
community health and _ welfare 
needs are difficult tasks not only 
because of great variety and com- 
plexity of needs, but also because 
they are always interdependent. 
They may be seen in terms of 
humanitarian responsibilities of 
the community to maintain certain 
standards in order to preserve its 
own well-being as a community. 

In the first case the willingness 
of people to support health and 
welfare services depends upon 
their willingness to help those who 
are unable to provide for them- 
selves what they require basically. 

Here the needs are physiological, 
psychological and social. They con- 
cern the lack of opportunity for 
normal growth and development 
from which stems problems of de- 
pendency, ill health, and malad- 
justment. To alleviate the suffer- 
ing and distress these needs 
produce, medical care, economic 
assistance, rehabilitation services, 
and casework or group work serv- 
ices are required. 

In the second case the willing- 
ness of people to support health 
and welfare services depends upon 
their willingness to help build and 
maintain a better community. Here 
the need is to provide for all indi- 
viduals the basic requirements to 
help them be better’ citizens, 
friendly neighbors, competent par- 
ents and capable workers. 

Here we are concerned with the 
elimination and prevention of the 
hazards and risks of disease, delin- 
quency and crime, and the losses 
resulting from economic disloca- 
tion. Here also we are concerned 
with techniques and facilities for 
public education and for effective 
programs of social organization 
benefiting the whole community. 

Certainly the definition of ade- 
quacy cannot be separated from 
cost. In relation to the funds avail- 
able, it becomes necessary to es- 
tablish a point of diminishing re- 
turn for each specific service in 
the program in relation to over-all 
needs. Adequacy is therefore final- 
ly determined by the decision that 


additional program effort does not 


produce results in proportion to 
the cost, when that cost is consid- 
ered in relation to the total pro- 
gram. 


When adequacy is defined in 
this manner, it becomes apparent 
that in no case can‘the fiscal needs 
of an agency be appraised realis- 
tically except in relation to the 
integrated and balanced program 
of all the health and welfare serv- 
ices for the total community. 


9 Efficient management and use of 
funds 


The problem of using funds ef- 
fectively and efficiently is a top 
management problem _ involving 
decisions which can encourage or 
limit the development of health 
and welfare services in a com- 
munity. In making these decisions, 
we must be sure that we are using 
all available management tools. 
Here are some of the tools of man- 
agement that can be applied to a 
united giving program: ‘clear defi- 
nition of purposes and objectives; 
sound organization of functions 
and responsibilities, thorough plan- 
ning, realistic budgeting, adequate 
controls, effective staffing and 
personnel administration; efficient 
methods and procedures within 
and among agencies; adequate fa- 
cilities; adequate financing; and 
public understanding. 

It is the function of management 
to integrate these tools in a man- 
ner that will bring about their 
successful combination in a uni- 
fied process.. While they can be 
separately described, each has lit-_ 
tle meaning apart from its inter- 
relationship with the others. 

When these management tools 
are being properly used, the prob- 
lems of assuring over-all effective- 
ness in the use of funds becomes 
a problem of appraising program 
effort in terms of results actually 
achieved as related to cost. Such 
program appraisal will lead to the 
coordination of interagency activi- 
ties and services. It will above all 
concern itself with the causes of 
various community health and 
welfare problems and the inter- 
dependence of these causes, iden- 
tifying strategic factors which 
could lead rapidly to a multiplica- 
tion of problems. 

It will concern itself, too, with 
the support of education and re- 
search particularly in those areas 
that have practical application to 
community requirements. And. fi- 
nally, it will lead to the mainte- 
nance of up-to-date professional 
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standards in the attainment of the 
purposes of the community as re- 
flected in its united planning. 

All such appraisals become un- 
realistic and abstract if they are 
not based on facts, figures and 
conclusions which are arrived at 
by carefully controlled methods 
used by well-trained personnel 
functioning in an ordered setting. 
- This is what is meant by the effec- 
tive and efficient use of the tools 
of management. 


10. 


and control 


The development, of a united 
giving program requires central- 
ization of responsibility for a 
united fund-raising campaign and 
for allocation of funds to partici- 
pating agencies. It involves the 
determination of an annual cam- 
paign goal and the approval of 
budgets and programs of partici- 
pating agencies. But agencies seek- 
ing community support must still 
maintain autonomy and freedom 
of enterprise. 

Centralization of control over 
budgets and programs of agencies 
creates far-reaching effects on the 


Freedom of agency enterprise 
as against centralized planning 


community and on the future of — 


each participating agency. Quite 
naturally, fears are raised in the 
minds of many who are sincerely 
interested in the progress of the 
community as well as in the fate 
of particular social agencies. 

The primary question is whether 
it is possible to have freedom and 
centralized planning at the same 
time. If so, in what way does 
centralized planning limit freedom, 
and in what way does it enlarge 
the requirement for competence 
and responsibility? 

From a practical point of view, 


freedom is meaningless unless the. 


opportunity for choosing different 
courses of action is available. When 
a choice can be made, it then in- 
volves the acceptance of respon- 
sibility for any consequences that 
may follow. But the capacity for 
aecepting such responsibility de- 
pends upon the degree of com- 
petence in the individual to deal 
with the consequences of his 
choice. So it is for organizations 
and agencies. It is important to 
recognize that the development of 
competence to deal with most com- 
_ munity problems of today requires 
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a capacity that is greater than any 
one agency can muster. 
Unrestricted, competitive fund 
raising, and uncontrolled overlap- 
ping of services threaten the very 
existence of the voluntary health 
and welfare system and will surely 
lead to severe retrenchment in 
many important functions. An in- 
tegrated, unified effort requires a 
higher level of competence and 
responsibility so that agencies can 
achieve their purpose without any 
sense of undue vrestrietion in 
agreed-upon courses of action. 
Cooperation that involves more 
than a few people requires a 
degree of formal organization. It 
means first an agreement to func- 
tion together in all matters having 
to do with specific mutual inter- 
ests and common purposes. It 
means placing responsibility for 
carrying out these purposes in an 
executive authority. And it re- 
quires ‘the constituting of such an 
authority with clearly defined and 
specifically limited functions. 
Constituting authority involves 
a centralization of decision-making 
responsibility. If democratic func- 
tions are to be preserved, this can- 
not be safely undertaken unless 
the decisions are based upon pro- 
grams arrived at by decentralized 
planning. This seeming paradox 


In a voluntary organization the 
governing board is composed of 
only elected representatives of the 
cooperating members. In an over- 
all administrative agency con- 
cerned with decisions on fund- 
raising, budgeting and planning, 
these functions must. also be car- 
ried out by voluntary committees 
made up of members of various 
participating agencies and groups. 
In this manner decision making 
itself is decentralized among rep- 
resentatives of the cooperating 
members. 

The development of a planning 
program decentralized but repre- 
sentative in its composition, pro- 
tects the cooperating members 
against arbitrary encroachment 
upon their autonomy and makes 
it possible to maintain the confi- 
dence, consent and willingness that 
are necessary to implement the 
decisions taken. 

First of all, therefore, the organ- 
ization must be representative and 
democratically constituted with all 
essential decision-making respon- 
sibilities vested in an appropriate 
board and committee type of 
structure. 

Second, the actual planning 
process must be _ decentralized 
through this committee structure, 
in a way that permits each par- 
ticipating agency to plan its activi- 


can be explained this way: 


what ever 
beeame of... 


Ellen Church, the nurse at a San 
Francisco hospital who sold 
United Air Lines on using stew- 
ardesses and became the 
world’s first stewardess? Back 
in 1930, she asked a United 
official, wouldn’t a girl 
with nurse’s training do a bet- 
ter job of serving lunch and 
looking after passengers than 
the co-pilots now doing it?” | 
Seven months later, she and 
seven other nurses whom she 


> 


had selected and trained launched the first stewardess service on any 


airline. 


She flew in World War Il with the Army Nurse Corps Air Evacua- _ 
tion Service. She is now administrator of Union Hospital, Terre Haute, ee 


. Ind.—Chicago Daily News. 


. 
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ties by programs, to participate in 
joint discussions as these 
programs and their relation to pro- 
grams of other agencies also meet- 
ing community needs, and to 
protect itself and its continuity 
through an established priority 
system which reduces to a mini- 
mum arbitrary decisions on the 
part of a centralized budget review 
committee or board. 

Such a planning procedure can 
be developed so that competent, 
realistic and fair decisions can be 
made not only in the development 
of an integrated program of com- 
munity health and welfare services 
but also in the development of 
adequate and realistic campaign 
goals and fund allocation systems. 

The development of a _ united 
planning and giving program will 
thus directly limit the freedom of 
agencies only with respect to arbi- 
trary, Capricious or completely in- 
dependent fund-raising activities. 
Within the broad limitations re- 
quired by cooperative effort, how- 
ever, the freedom to _ function 
autonomously and the areas of ini- 
tiative and responsibility should be 
substantially enlarged for each 
agency. Each agency will know 
where it is going, what it is to 
do, and the extent of its respon- 
sibilities within the confines of the 
total plan. 

The successful development of 


cooperative effort does not there- - 
fore diminish freedom or initiative 


or even healthy competition. But 
the competition is shifted from the 
old field of fund-raising to the 
field of effective program planning 
and efficient functioning in defined 
areas of service. 


| Maintenance of confidence and 
cooperation 


A united giving program re- 
quires a cooperative undertaking 
of contributors, voluntary agencies 
seeking community-wide support, 
and all other responsible elements 
of the community having a proper 
interest in health and welfare 
services. Regardless of its formal 
organization, such a program can- 
not succeed without the continu- 
ous support of all groups con- 
cerned. 

It will be a major responsibility 
of whatever centralized adminis- 
trative organization is set up to 
maintain the confidence and co- 
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operation of all groups whose sup- 
port and participation are required. 
This is the simple measure of its 
survival. Without the confidence 
and cooperation of these groups, 
any united effort will fail. 

Reduced to its simplest form, 
maintaining confidence is simply 
a matter of doing a good job of 
getting the funds required and 
doing a good job of spending those 
funds in a manner that serves 
properly the mutual interests of 
all concerned while at the same 
time protecting their separate in- 
terests wherever possible. 

There are many variations pos- 
sible in a united giving program 
depending on local community re- 
quirements and conditions. Cer- 
tainly, there is no one formula ap- 


plicable to all communities alike: 


The problems indicated in this 
article will need to be faced and 


solved if the confidence of both 
contributors and welfare workers 
is to be maintained, if the integ- 
rity and autonomy of voluntary 
health and welfare agencies are to — 
be preserved, and if adequate fi- 
nancial support is to be provided 
for their services on a continuing 
basis. This is the challenge of 
united giving. : 


The alternative, through the 


eventual breakdown of our volun- 


tary system, will mean an increas- 
ing demand for government inter- 
vention and support with its 
concomitant dictation and control. 

The present of civic 
leaders will determine, therefore, to 
a large extent what the eventual 
outcome will be. . 
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respect. 


get well. 


training programs. 


Accreditation of Hospitals. 


accreditation ... ‘‘like sterling on silver’’ 


To you and your family, as patients—to physicians, and to your 
community—the seal of accreditation granted to your hospital is 
like the ‘‘sterling’’ mark on silver. It is a mark of quality in medical 
and hospital service. It is a symbol which guarantees that your 
hospital measures up to high standards of operation in every major 


Here‘s what it can mean to you. It can mean that your recovery 
is speeded up, your hospital stay shortened, and your pocketbook 
spared because physicians who practice in your hospital practice 
good medicine and because concerted, well-organized efforts by 
everyone connected with the hospital are directed to helping you 


Accreditation can mean a great deal to the hospital, too. Because 
physicians, nurses and allied medical personnel seek the best environ- 
ment in which to follow their professions, more high calibre people 
are attracted to an accredited hospital. These people have more 

pride in their work and they know they have a goal of high quality 
service to maintain. Accreditation is a prerequisite for approved 
intern and residency training programs as well as for many nursing 


To the community, the knowledge that a hospital is accredited 
is a source of pride. It can be an added drawing card to new 
people and new businesses considering moving into the area. 

Above all, the seal of accreditation is a symbol of confidence— 
to you and to all others who live in your community—confidence in 
your hospital and the people who are concerned with it. When your 
hospital proudly displays that Certificate of Accreditation you have | 
a kind of insurance—backed up by the medical and hospital profes- 
sions—that your welfare and every patient's welfare is entrusted to 
competent, dedicated hands—From a pamphlet, You Can Have Con- 
fidence in Your Hospital, published by the Joint Commission on 
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CHILLED water pumps, 
insulated piping and (af 
right) one of the centrif- 
ugal chilled water units 
are major components of 
the high-velocity double 
duct air conditioning re- 
cently installed in Shan- 
non West Texas Memo- 


rial Hospital. 


OSPITAL AIR conditioning can 
be properly designed only 
with a thorough understanding of 
its functional. operation; it must 
go beyond the minimum functions 
of air conditioning as recognized by 
other institutions. An ideal heating 
and cooling system for a hospital 
must supply complete comfort, not 
just heating and cooling. Hospital 
‘air conditioning must obtain cool- 
ing, dehumidifying, circulating, 
filtering, heating, and humidifying, 
with each of these individually 
controlled in each working space 
and patient room. 
When Shannon West Texas Me- 
morial Hospital retained a firm of 
consulting engineers to design a 
modern heating and air condition- 
ing system, a prerequisite to the 
choice and design of the system 
was that its installation was not to 
interfere with the full operation 
of the hospital. 
The high-velocity double duct 
Ross Tippett is a partner in the firm of 
Tippett and Gee, consulting engineers of 
Abilene, Texas. Tol Terrell is administra- 
tor of Shannon West Texas Memorial Hos- 


pital, San Angelo, and president-elect of 
the American Hospital Association. 
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adding air conditioning 
to an existing hospital 


—it can be done without interrupting services 


by ROSS TIPPETT and TOL TERRELL 


In their description of how a high- 
velocity air conditioning system was 
installed in an existing hospital with 
minimum interruption of services, the 
authors point out that choice and de- 
sign of a hospital air conditioning sys- 
tem is all-important in meeting the 
higher standards demanded for hos- 


pital use. 


system, a relatively new method 


of air conditioning, was chosen 


from a number of-systems consid- 
ered. This system was found to 
meet all requirements for hospital 
air conditioning and was consid- 
ered superior to other systems 
studied in regard to performance, 
operation, maintenance, construc- 
tion limitations, and economy. 
The high-velocity double duct 
system consists of two high-pres- 
sure air handling units, high- ve- 
locity air distribution ducts and 
equipment, a central control cen- 
ter, two centrifugal water chilling 
machines, pumps, boilers, an in- 
duced. draft cooling tower to dis- 
sipate heat removed, and other 
miscellaneous appurtenances. 


Two air handling units were 
placed in two penthouses which 
formerly contained the evaporative 
cooling equipment used at the hos- 
pital. The new air handling units 
consist of cold water coils, steam 
preheat and reheat coils, fans, fil- 
ters, fresh air inlets, dampers, and 
necessary plenums. Entering out- 
side air and return air is passed 
through self-cleaning electrostatic 
filters. The two air handling units 
serve all rooms and areas in the 
hospital. Two large fans are used 
instead of a large number of small- 
er fans, which would have been 
more expensive to- maintain and 
operate. 

Outside air is used for cooling 
in the winter and for portions of 
each summer night. The use of 
outside air is automatically con- 
trolled and results in a well venti- 
lated hospital with minimum odor. 
The use of outside air decreases 
the load on the refrigeration equip- 
ment and reduces operating costs. 

Hot and cold high-velocity ducts 
leading from the air handling units 
extend throughout the _ hospital. 
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no driftage. Small tower (bottom) was part of existing cooling system. 


These ducts are in the space for- 


merly occupied by evaporative 


cooling ducts. At each room the 
hot and cold air ducts merge at a 
sound and temperature control box. 
The desired temperature is main- 
tained by thermostatically con- 
trolled mixing dampers in each 
control box which proportion the 
required amounts of hot and cold 
air. Any given ratio of rooms can 
be heated and/or cooled as desired 
at any given time. This individual 
room control gives a liberal range 
of independent temperature selec- 
tions; each room’s temperature can 
be maintained as desired irrespec- 
tive of heat load conditions. 

An existing boiler room was 
used to house a “supervisory data 
center,’ centrifugal refrigeration 
machines, two existing steam 
boilers, steam condensate return 
pumps, condenser water pumps, 
chilled water pumps, and electrical 
control centers. 

The supervisory data center is a 
new feature of the high-velocity 
system installed in Shannon West 
Texas Memorial Hospital. From 


the data center the operator can’ 


check and maintain proper opera- 
tion of all of the equipment in 
the boiler room and main hospital 
building. The data center operator 
can start and stop all equipment, 
check temperatures, and locate any 
deviation from most efficient oper- 
ation. The supervisory data center 
is approximately 12 feet long and 
7 feet high, and indicates graphi- 
cally the functioning of all air 
conditioning equipment in the hos- 
pital. The center has indicating 
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DESIGN of cooling tower had to be such that there would be little or SOUND attenuating boxes such as this one were installed beside 


pilot lights which analyze opera- 
tion of oil pumps, cooling tower 
fans, supply air fans, refrigeration 
compressors, and other auxiliaries. 
Sensing points show both air and 
water temperatures throughout the 
system. Temperature set points 
provide control for the mixed air, 
reheat, and the dehumidification 
of the primary air from the two 
air handling units. Also located 
on this control board are the set 
points for room thermostats and 
temperature indicators for three 
surgical units. 


WATER CHILLING EQUIPMENT 


The water chilling equipment is 
composed of two 200-h.p. centrifu- 
gal refrigeration machines and 
auxiliaries which operate auto- 
matically. The water chilling units 
operate at a constant speed and 
are hermetically sealed. High effi- 
ciencies at any increment of load 
are realized. 

Two existing steam boilers and 
condensate pumps are used to sup- 
ply steam to the heating coils. 

An induced draft cooling tower 
was built at the rear of the hospi- 
tal and above the first flobr. Be- 
cause of a nearby property bound- 
ary, the cooling tower design had 
to be such that there would be 
little or no driftage and spray. The 
cooling tower used was a type 
which permitted air to enter near 
the bottom on all sides and dis- 
charge vertically. To eliminate ob- 
jectionable spray, air velocities 
through the wetted deck were 
limited. 

To eliminate noise often caused 


main ducts against corridor ceilings, then concealed by false ceilings. 


by slippage of V-belts when cool- 
ing tower fan motors start, gear 
reducer drives were used. Ther- 
mostatically controlled heater ele- 
ments were installed to prevent 
freezing of the water lines to and 
from the cooling tower. 

With a high-velocity double duct 
system, most of the construction 
work was performed in the cor- 
ridors. New false ceilings for the- 
corridors, made of aluminum 
framework and acoustical ceiling 
material, were installed after the 
ductwork and duct control units 


were in place. 


Low maintenance cost of this 
system is made possible by the 
grouping of equipment and central 
controls, hermetically sealed re- 
frigeration machines, and over-all 
system design. | 

During construction only two 
hospital rooms were used for tem- 
porary storage of equipment and’ 
materials. The system was installed 
with minimum of inconvenience 
and interruption of services. 


OPERATING CHARACTERISTICS 


Noise level of the system is con- 
sidered exceptionally low. The fans 
can be started and stopped without 
patients in the rooms noticing any 
change in noise level. _ 

Hospital odors have been vir- 
tually eliminated. 

Temperature, humidity, and pu- 
rity of the air can be satisfactorily 
controlled at all times throughout 
the hospital. At no point has tem- 
perature varied more than 1° F. 
above or below the selected control 
point during a 24-hour period. ® 
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AND department 
3 heads often report difficulty 
in communicating with their em- 
ployees. This situation, however, 
can reverse itself. The following 
are a few of the obstacles employ- 
ees encounter in communicating 
with management. 

The six methods of upward com- 
munication available to employees 
can be divided into two categories: 


written and oral. Written methods 9 


include written individual reports, 
statistical or analytical summary 
reports and suggestion systems. 


““FOLLOW-THROUGH” IMPORTANT 


Written reports give periodic 
descriptions of the progress of em- 
_ployees’ jobs. The request for such 
information lends importance to 
a task and affords employees an 
excellent opportunity to speak up- 


ward. When a report is placed in . 


your hands, however, do you, as 
administrators and department 
heads, always follow through? 

This is one of the oldest super- 
visory recommendations in the 
book—and it’s still one of the most 
frequently -overlooked. Do you 
really read reports? Do you then 
give employees an answer, a com- 
ment as to what you may or may 
not do with it? | 

The second method in the writ- 
ten category is the statistical or 
analytical summary of reports. A 
collection of individual reports or 
a series of figures or statistics can 
be analyzed and interpreted by 
management. A real problem can 
arise if the management level does 
not heed what employees are say- 
ing through these summaries. 

A summary of reports can often 
serve as a vehicle for employees’ 
hopes, fears and complaints. For 
example, a study of an employee’s 
sick leave pattern may tell a story 
of a basic health problem, but in 
addition it may also tell of job 
dissatisfaction or dislike of the su- 
pervisor. 

The third method of written 


Mrs. Verna Dull is public relations as- 
sistant, Pomona Valley Community Hos- 
pital, Pomona, Calif. 
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the employee speaks up 


communication channels from employees to management 


by VERNA DULL 


The author outlines six methods of 
oral and written communication avail- 
able to employees. She also discusses 
possible solutions to a few of the prob- 
lems employees may encounter in com- 
municating with management. 


communication upward is the sug- 
gestion system. Both employees 
and management generally ap- 


prove of suggestion systems, but © 


they also agree that some changes 
could be made to improve them. 

Sometimes employees’ sugges- 
tions are not of much value. Either 
they do not approach the problem 


as a whole or perhaps the solution 
does not save time or money. Man- 
agement could help employees be 
more constructive if real problems 
were announced through bulletin 
boards or newspapers, or if de- 
partment heads would assign spe- 
cific problems to particular work- 
ers or groups. 

Management should give em- 


ployees background material and 


let them draw conclusions—either 
individually or as departments. In 
general it is necessary for manage- 
ment to direct employee thinking 
by reminding them that what they 
may have overlooked or come to 
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think of as normal is actually a 
problem. | 

Another regret expressed about 
suggestion systems is the com- 
plaints received. This is partly a 
matter of education but there is 
often a very fine line to be drawn 
between a suggestion and a com- 
plaint. It may be better to receive 
both than neither. 

Administrators and department 
heads should acknowledge sugges- 
tions and evaluate them within 
two or three weeks. Beyond that 
time, interest and enthusiasm give 
way to doubt, suspicion, apathy or 
even resentment. The importance 
of reducing the time lag that ex- 
ists both in acknowledging sug- 
gestions and judging and awarding 
of prizes cannot be overempha- 
sized. 


ORAL COMMUNICATION 


There are also three types of 
oral communication: the grape- 
vine, the interview and_ group 
meetings. 


The grapevine is basically or- 
ganizational gossip. It is almost 
impossible to abolish, hide or stop. 
The grapevine can always be de- 
pended upon to operate speedily, 
efficiently—and without particular 
regard for the truth or conse- 
quences. 

Most rumors that fly in the face 
of fact can be traced to a break- 
down in communications between 
administrative level and employ- 
ees. Not all employees understand 
everything in the employee hand- 
book. They expect management to 
be able to put them straight on 
policies and practices. Unless em- 
ployee communications are moving 
upward, administrators and de- 
partment heads may never hear 
the tales employees are hearing 
and, more important, believing. 

The second oral method involves 
personal interviews, or day to day 
personal contacts. A casual greet- 
ing in the hall, an unexpected 
meeting or a planned interview are 
all opportunities for employees to 


beatitudes of a hospital administrator 


Happy is the administrator who has a well informed, progressive 
board of trustees, for he shall see things accomplished. 


Happy is the administrator who has a well organized medical staff with 
active committees, for he shall achieve better results. 

Happy is the administrator who has a good women’s auxiliary, for 
he shall see increase in his hospital’s effectiveness. 


Happy is the administrator who has well qualified personnel, including 
trained volunteers, and good personnel practices, for he shall be assured 
of quality patient care. 


Happy is the administrator who has learned the secret of effective 
communication with board, medical staff, women’s auxiliary, personnel, 
patients and community, for he shall find the team approach effective. 


Happy is the administrator who has a modern physical plant with up-to- 
date equipment, for he and his associates shall find their work more 
enjoyable and more effective. 


Happy is the administrator who has found a useful place for partici- 
pation in hospital councils and associations, as well as other welfare 
and planning groups on local, state and national levels, for he shall 
not only receive assistance, but shall make his contribution to his 
profession. 


Happy is the administrator who has a framework of sound policies and 
procedures within which he may work to finance adequately quality patient 
care, for he shall have less deficits. 


Happy is the administrator who has a flexible, workable disaster plan, 
for he shall be ready for any deviation from normal. 


Happy is the administrator who has well organized, efficient service 
departments throughout the hospital, for he shall have fewer headaches. 


Happy is the administrator who has earned accreditation and who 
is constantly working to retain this status, for he shall enjoy the fruits 
of accreditation—BRIGADIER JANE E. WRIEDEN, superintendent, 
Salvation Army Booth Memorial Hospital, Cleveland. s 


talk with management on a friend- 
ly easy basis. 

Several problems may present 
themselves, however. One is the 
semantic barrier of words not un- 
derstood. There are difficulties in 
talking to a superior whose work, 
responsibilities and reasoning are 
not familiar. The pot washer in. 
the dietary department may find 
the language of the administrator 
incomprehensible unless the ad- 
ministrator makes a special effort 
to have his communications under- 
stood easily. 

Another problem concerns the 
popular fallacy that if an employee 
comes to management and “blows 
off steam”’ his complaint will auto- 
matically be dissipated. Pouring 
out problems to an administrator 
or department head who merely 
smiles makes an employee realize 
he has received no help and per- 
haps has made a fool of himself in 
front of his superior. 

Several factors are needed to 
attain a successful interview type 
of communication, the most im- 
portant being management’s abili- 
ty to find the time for listening. 
Setting aside time to listen is the 
most difficult requirement because 
it frequently means that manage- 
ment must postpone other work 
which appears to be more pressing. 

To be of value listening also re- 
quires the proper setting such as 
uninterrupted privacy when nec- 
essary. Listening can be productive 
if management’s choice of words, 
actions or tone of voice encourages 
and helps an employee to speak 
upward. 

The last method of oral com- 
munication upward is the one in 
which employees speak as a group 
through conferences or meetings. 
Usually, a survey of employees 
will reveal that they like the op-- 
portunity to talk things over and 
ask questions. Some administrators 
and department heads, however, 
feel that management’s authority 
is weakened when employees speak 
up in this manner. This is perhaps 
most noticeable in meetings be- 
cause nine or ten people are speak- 
ing up instead of one person which 
makes the recognition of manage- 
ment’s authority more difficult. Ac- 
tually, employees want the chance 
to express themselves but prefer 
to let management make the final 
decisions. a 
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LAST-MINUTE DELIVERY 


SPLIT-SECOND AVAILABILITY 


Which way would you want Life-saving Parenogen? 


Hospitals all over the world have put in hurried calls 
for Cutter Parenogen — the only commercially pre- 
pared human fibrinogen available. It’s the parenteral 
hemostat — specific for control of bleeding in afibrino- 
genemic conditions. 


Cutter representatives have answered these emergen- 
cies by rushing precious Parenogen to hospital pa- 


tients, despite great distances and near-impossible 


weather conditions. 


But, even though Cutter men are always willing to 
provide this last-minute delivery service, isn’t it far 


Parenogen//FIBRINOGEN (HUMAN) 


better to have this life-saving product on hand for 


immediate use? 

Parenogen is available in one gram kits with diluent, 
reconstitution needle and administration set. It is de- 
rived from normal human plasma and is bacteriologi- 
cally sterile, non-pyrogenic, has been subjected to 
ultraviolet radiation, and remains stable under refrig- 


eration for 5 years. 


Ask. your Cutter man to recommend a minimum stock 
of Parenogen for your hospital pharmacy or surgical 


supply room. 


For descriptive literature, write Dept. 43-11. 
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CUTTER LABORATORIES 


BERKEL E Y. 
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footprinting 


In this study, the identifiable percentage of footprints 


AIDE demonstrates the control 

technique possible with 

the use of a special holder for footprint 
cards designed in connection | 
with the study described here. 


the newborn 


taken at one hospital was raised from 14 per cent to 84 per cent through use 


of better control and superior print-taking materials. 


by CHARLES HAMMOND, ROBERT J. THOMAS, and RITZ E. HEERMAN 


” FEBRUARY 1957 the Los An- 
geles County General Hospital, 
in conjunction with a continuing 
study at the California Hospital, 
Los Angeles, made a special study 
of 491 infant footprints to deter- 
mine identifiable percentages. Du- 
plicate footprints were furnished 
to the identification section of the 
Los Angeles County Sheriff’s De- 
partment, where the identification 
tests were carried out. 

Identification was based on the 
structure of the ridges showing in 
the inked impression of the foot. 
No consideration was given to the 
structure of the creases, although 
this also may be a valid means of 
identification of a newborn infant. 
A study of this is now being con- 
ducted by the Los Angeles police 
department. 

In evaluating the footprints, 
enough ridge structure had to show 
to convince examiners that identi- 
fication was probable, since a print 
of the same foot was. not available 
for direct comparison. 


Charles Hammond is a police: sergeant 
assigned to the identification section of 
Los Angeles County Sheriff’s Department; 
Robert J. Thomas is director of Los 
Angeles County General Hospital; Ritz E. 
Heerman is general manager of the Lu- 
theran Hospital Society of Southern Cali- 
fornia, Los Angeles. 
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The first 201 footprints were 
taken by means of the ink pads 
used by the Los Angeles County 
Hospital up to Feb. 1, 1957. Re- 
sults were as follows: 


Clear enough for 


probable identification 29 
Unidentifiable 

(showed ridge structure) ...... 25 
Unidentifiable 

(no ridge structure) _............... 147 
Per cent identifiable ...................... 14 


CARBON PAD JUDGED BEST 


After study of various inking 
devices, including several cloth- 
covered pads, the carbon paper 
layer pad was selected as most 
satisfactory. Cloth-covered pads 
were judged unsatisfactory because 
in the resulting footprint the cloth 
surface was reproduced along with 
the impression of the foot. Porous 
metal plates were found not suit- 
able because the ink was thin and 
spread out along the fibers of the 
paper, obliterating the ridge struc- 
ture. 

The carbon paper layer pad was 
found to give a uniform layer of 
available ink and present a min- 
imum of surface texture to be 
transferred to the infant’s foot. 


Using this pad, 140 footprints 
were obtained, with these results: 


Clear enough for 


probable identification 42 
Unidentifiable 

(showed ridge structure) 86 
Unidentifiable 

(no ridge structure) 12 
Per cent identifiable 30 


At this point in the study, it 
was felt that the carbon paper 
layer pad was the best inking de- 
vice available, and that by chang- 
ing the footprinting methods and 
obtaining better control, the num- 
ber of identifiable footprints could 
be increased. Accordingly, a de- 


vice for holding the footprint card 


was designed and its use and con- 
trol over the baby’s foot was dis- 
cussed with supervisory personnel 
of the delivery room. Using the 
new foot-holding device, 106 foot- 
prints were obtained, with these 
results: 


Clear enough for 


probable identification 37 
Unidentifiable 
(showed ridge structure) _._...._. 40 
Unidentifiable 
(no ridge structure) -............... 39 
Per cent identifiable _.............._... 34.9 


(Continued on page 56) 
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The better-tolerated salicylate for hospital patients 


When patients complain of headache, or other 
minor aches or pains, BUFFERIN gives fast relief but 
seldom causes gastric upsets, even in large doses.’ 


Although arthritic patients are markedly more 
susceptible to straight aspirin than the general 
population, they tolerate BUFFERIN well.’ 


Each BuFFERIN tablet contains 5 grains acetyl- 
salicylic acid plus the antacids magnesium carbon- 
ate and aluminum glycinate. 


BUFFERIN contains no sodium. 


BUFFERIN is easy to dispense when you use the 
convenient Hospital Package—250 individual 
aluminum foil-lined packets, each containing 
two BUFFERIN tablets. Economical, too. Each 
dose costs you only 114 ¢. 


References: 1. Ind. Med. 20:480, 1951. 2. J.A.M.A.: 158:386 (Jume 4) 1955. 


Bristol-Myers Company, 19 West 50 Street, New York 20, N. Y. 
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LEFT FOOT 


RIGHT FOOT 


THESE footprints are too light, indicating that too little ink or too little pressure was used. 


LEFT FOOT 


RIGHT FOOT 


THIS set of footprints was judged clear enough for probable identification in the study. 


TOO much ink was used here, with resultant ‘‘bleeding'’ of the ink along fibers of the paper. 


After completion of this test, the 
attention of the investigators was 
directed to still another footprint- 
ing device. This device, a smooth 
slate impregnated with ink, was 
found to transfer none of its own 
design to the foot. The ink was 
found to be thin, and when used 
with cards of ordinary texture, the 
impression spread along the fibers, 
with resultant blurring. When 
cards made of special smooth-sur- 
faced paper recommended by the 
manufacturer were used, how- 
ever, it seemed almost impossible 
to smear the ink if normal con- 
trol was used. The impressions 
taken were of excellent quality 
and showed very fine detail. Using 
this ink-paper combination, 44 
footprints were taken, with the 
following results: 
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Clear enough for 


probable identification — 37 
Unidentifiable 

(showed ridge structure) 7 
Unidentifiable 

(no ridge structure) 0 
Per cent identifiable _.....................-. 84 


FACTS FROM STUDY 


At the conclusion of the study, 
investigators were convinced that 
footprinting can be a positive sys- 
tem of identification for the indi- 
vidual’s lifetime, if proper methods 
and materials are used. 

Significant facts brought out in 
the study were that under normal 
conditions, only 14 per cent of 
prints made on standard birth cer- 
tificate forms at Los Angeles 
County Hospital were identifiable. 
With expert instruction but still 
using the same paper, the identi- 


fiable percentage was increased to 
34.9, and with a special ink plate 
and smooth surfaced paper, to 84 
per cent. 

It may be that because of the 
frequent and sometimes rough 


handling that documents such as 


birth certificates must receive, it 
is necessary to use a sturdy paper. 
It is not known at present whether 
or not the smooth-surfaced paper 
which gives the best footprint or 
finger print could be used for a 
birth certificate, but if so, it un- 
doubtedly would increase the 
worth of prints taken for this pur- 
pose. An identifiable percentage 
of prints ranging from 14 to 34.9 
per cent is lacking in validity to 
the degree that it makes this time- 
consuming activity seem almost 
worthless. . 
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THESE CIBA TRAINING AIDS CAN HELP YOU 


To obtain any of the numerous informational and teaching aids produced by CIBA, please 
write to the particular departments noted below. 


Booklets, brochures and reprints concerning CIBA prod- 
ucts will be sent free of charge on request to the Medical 
Service Department, CIBA, Summit, New Jersey. In addi- © 
tion, three volumes of particular interest from THE CIBA 
COLLECTION OF MEDICALILLUSTRATIONS by Frank H. Netter, 
M.D.—Vol. 1, Nervous System* ($7) ; Vol. 2, Reproductive 
System ($18) ; and Vol. 3, Part III, Liver, Biliary Tract 
and Pancreas ($10.50) —may be obtained by sending check 
or money order to Publication Department, CIBA, Summit, 
New Jersey. 

“3rd printing, including Supplement on the Hypothalamus. 


An extensive library of colored anatomical slides (art 
work by Frank H. Netter, M.D.) is available for loan or 
purchase. A complete list of the slides may be obtained 
by writing the Publication Department, CIBA, Summit, 
New Jersey. 


The latest scientific information on products manufac- 
tured by CIBA is presented in exhibit form for the bene- 
fit of staff doctors—without interference with hospital 
routine. You may write to the Hospital Sales Department, 
CIBA, Summit, New Jersey, requesting a display on a 
convenient date. 
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CIBA 


SUMMIT, N. J, 
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A library of 16 mm. medical films, some in color, with 
sound may be borrowed to be used as teaching aids for 
nurses, residents and internes, or as part of refresher 
courses and staff meetings. If you wish, projection equip- 
ment and a qualified operator will be provided without 
charge. A list of film titles is available from the Hospital 
Sales Department, CIBA, Summit, New Jersey. 


Booking Arrangements for Films: Please make requests at least 
3 weeks prior to showing date to the nearest office of distributing 
agents — 


IDEAL PICTURES CORPORATION 


East —233-239 West 42nd Street, New York 36, New York. 
Tel.: LAckawanna 4-0916. 
Central—58 East South Water Street, Chicago 1, Illinois. 
Tel.:-FInancial 6-5245. 
South—18 South Third Street, Memphis 3, Tennessee. Tel.: 37-4313. 
West —2161 Shattuck Avenue, Room 29, Berkeley 4, California. 
Tel.: THornwall 3-6464. 
Hawaii—1370 South Beretania Street, Honolulu, T. H. Tel.: 65336. 
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| fuichasing 


organization and objectives of the 


AHA personal membership department 


| RECOGNITION OF the increasing 
responsibility placed on pur- 
chasing agents for efficient man- 
agement in hospitals, the Board 
of Trustees of the American Hos- 
pital Association has recommended 
the formation of a Personal Mem- 
bership Department for Hospital 
Purchasing Agents. Membership in 
this department is open to the 
individual employed in member 
hospitals who has the major re- 
sponsibility for the purchasing 
function. 

One of the chief reasons for 
adopting this type of program is 
to assemble a body of purchasing 
personnel who can work together 
in the development of programs 
and material. To date, much of 
the effort carried forward in 
the Association’s purchasing pro- 
gram has come from a relatively 
small number of persons active in 
the field who serve as members of 
the AHA Committee on Purchas- 
ing, Simplification and Standard- 
ization. The contribution in time 
and effort by members of this 
committee has been substantial, 
but a full-scale program embrac- 
ing institutes and other education- 
al programs, standards and speci- 
fications development,. purchasing 
guides preparation and considera- 
tion of general purchasing proce- 
dures requires the help of a large 
‘number of individuals engaged in 
the day-to-day activity of pur- 
chasing: 


COMMUNICATION MEDIUM 


The Personal Membership De- 
partment for Hospital Purchasing 
Agents will provide a medium for 
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This article sets forth the underly- 
ing reasons prompting the establish- 
ment of the forthcoming American 
Hospital Association Personal Member- 
ship Department for Hospital Purchas- 
ing Agents. The major objectives of 
the program and the means to be used 
for attaining them are also presented. 


individuals in the purchasing field 
to share their knowledge, experi- 
ence, ideas, and common interests. 
In addition to the sharing of val- 
uable information, the department 
will provide the opportunity for 
personal growth through partici- 
pation in programs designed to 
assist in meeting hospital purchas- 
ing problems. 

Still another objective of the de- 
partment is to involve more pur- 
chasing agents in the programs of 
hospital groups on both the na- 
tional and local levels. Through 
participation in the Personal Mem- 
bership Department for Hospital 
Purchasing Agents, individuals 
will become better acquainted 
with the various hospital associa- 
tions and the associations in turn 
will become more familiar with 
the individual’s problems, needs, 
and desires. This relationship will 
enable the associations to contrib- 
ute more fully to the appreciation 
and understanding of the purchas- 
ing function by the hospital field. 

Membership in the department 
neither requires nor prevents par- 


ticipation in any other organiza- 


tion. Some purchasing agents may 
belong to local associations but 
may not be eligible for or inter- 
ested in the national group. Like- 
wise, certain individuals may de- 


for hospital purchasing agents 


sire membership in the national 
but not in the local group. It is 
an over-all objective of the AHA 
to encourage membership in exist- 
ing state organizations so that the 
membership of the state and na- 
tional organizations will overlap. 

Plans for forming an AHA per- 
sonal membership program for 
hospital purchasing agents were 
formally announced in the June 1 


issue of HOSPITALS, JOURNAL OF - 


THE AMERICAN HOSPITAL ASSOCIA- 
TION. The program was described 
in more detail in a letter sent to 
hospital administrators in July. 
Purchasing agents received .a let- 


ter of invitation. and application 


forms earlier this month. As soon 
as the required number of applica- 
tions (100) are received, the de- 
partment will be formally organ- 
ized. Purchasing agents who are 
already personal members of the 
AHA may request transfer to the 
purchasing department. 


PUBLICATIONS AMONG SERVICES 


Among the services to be pro- 
vided for members of the depart- 
ment will be three monthly pub- 
lications: HOSPITALS, This Month 
at the AHA, and a _ purchasing 
newsletter. In addition, mailings 
of special interest to purchasing 
agents and announcements of per- 
tinent institutes will be made from 
time to time. 

The first newsletter will be pub- 
lished as soon after the forma- 
tion of the department as possible. 
This publication will be the pri- 
mary means of communication be- 
tween headquarters and the mem- 
bership and between the members 
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PHOTO COURTESY WILMOT CASTLE CO. 
New stainless-steel SteriSharps — 
sharpest blades made — come indi- 
vidually sealed in foil, ultrasonically 
cleaned, ready for instant use. Save 
time, simplify technic in the OR. 
SteriSharps are used only as 
needed — do away with the wasteful 
practice of preparing several blades 
for each operation. And SteriSharps 


can be autoclaved, just like other in- 


A-S-R 


struments so as to be instantly avail- 
able to the suture nurse. Sealed 
packets can be re-autoclaved, stored 
indefinitely. Will not corrode. 

Your supplier has SteriSharps in 
every design. And a stainless-steel 
dispenser is yours free with every 
five gross. Or write: A-S-R Hospital 


Division, Dept. HH, .380 Madison 


Avenue, New York 17, New York. 


AUTOCLAVE TEST PROVES 
STERISHARPS SUPERIORITY 


ORDINARY BLADE STERISHARP 


One of a series of tests which demonstrated 
the superiority of SteriSharps in hospital use 
subjected a SteriSharp and an ordinary sur- 
gical blade to autoclaving—under 18 pounds 
of pressure at 250°F.— for 30 minutes. The 
ordinary blade (left) was severely corroded 
and stained, and the edge became rough and 
impaired. The SteriSharp (right) did not eor- 
rode. The cutting edge was unaffected. Actual 
photos shown are magnified 1,000 times. 


. the first sterile, stainless-steel surgical blade 


precision products 


NOW AVAILABLE! THE FIRST STERILE STAINLESS-STEEL BLADE 
> 
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themselves. According to present 
plans, areas to be covered in the 
newsletter will include the fol- 
lowing: 

@® Listing and review of federal 
specifications applicable to hospi- 
tals and U. S. Department of Com- 
merce standards and recommenda- 
tions. 

@ Presentation of federal gov- 
ernment surplus property informa- 
tion. 

An “idea exchange” in which 
members may present ideas on 
new products, new uses for exist- 
ing products, and new operating 
procedures. 

The newsletter and the personal 
membership department organiza- 
tion will also be used as a vehicle 
for .expanding the Association’s 
purchasing guides program. Aim 
of this program is to provide mem- 
bers with quick reference mate- 
rial containing key points to be 
considered in writing specifications 
for various hospital supplies and 
equipment. Preparation of these 
guides for the most part has been 
limited.to committee members and 
personal contacts. Through the 
newsletter, the membership will 
be invited to participate in three- 


or four-member panels assigned to 
submit guides on individual items. 
Thus the guides program will be 
broadened and expedited through 
increased participation. 


GOAL IS COMPLETE GUIDE 


Information supplied by the 
panels would be combined and ap- 


plicable specifications added by 
personal membership depart- 


ment staff. The guide for each item 
would also include standard iden- 
tifying information, using nomen- 
clature and stock numbers of the 
federal supply catalogue. In this 
way purchasing agents eventually 


would be provided with a com- 


plete purchasing guide catalogue 
and a standard nomenclature list. 
Development of such a list is an 


urgent need for purchasing agents 


in view of the fact that many 
manufacturers and suppliers have 
developed their own names for 
similar items. 

Another section of the guides 
will be devoted to methods of 
testing the items to see if they 
measure up to the standard speci- 
fications. These tests are usually 
divided into two groups, the first 
being tests that can be made with- 


out elaborate equipment and the 
second tests that do require special 
testing equipment and are general- 
ly performed by testing agencies. 

The purchasing guides are not 
designed for use as individual hos- 
pital specifications but rather to 
provide the hospital purchasing 
agent with the basic information to 
develop a good, sound specification 
for his own hospital. 

The general order in which items 
will be selected for development 
of a guide will be based primarily 
on two factors: (1) how important 
the item is to the hospital in terms: 
of money spent and degree of 
use; and (2) whether or not com- 
mercial standards, simplified prac- 
tice recommendations, American 
Standards Association standards or 
federal specifications are available 
to serve as reference material for 
developing the guide. 

_ The purchasing guides program 
will not replace the activities of 
the American Hospital Association 
in developing specifications and 
standards. Information developed 
in the program is intended to serve 
as a guide during the painstaking 
—and time-consuming—process of 
developing a formal standard. as 


Extra-length hospital spring 

(16B-1) 

Manufacturer's description: Tall patients 
are often uncomfortable and hard 
to take care of in standard hospital 
beds. Their feet touch the foot 
panel and their heads poke. up 
above the mattress, especially in 
sitting positions. This new extra- 


length hospital spring gives these 


patients the length they need for 
comfort and proper care. It is a 
full 7 ft. long, with a wider center 
section that provides more com- 
fortable sitting posture than pos- 
sible before. Available with a 
standard two-crank operation. 
Simmons Company, Dept. H, Mer- 
chandise Mart, Chicago 54, III. 


Shampoo machine (16B-2) 

Manufacturer's description: The floating 
nylon brush of 
this machine 
self-adjusts to 
provide correct 
pressure for 
thorough sham- 
pooing action 
without exces- 
sive wear on 
any type of fab- 


An endeavor is made to screen 
carefully the products appear- 
ing in this section. However, the 
statements printed have been 
made by the manufacturer and 
are brought to your attention 
primarily to keep you informed 
of new developments in the field. 
—The Editors. 


ric floor covering. The new machine 
has a fingertip metering valve for 
controHing flow of cleaning solu- 
tion, glides easily on three free-roll- 
ing casters and has a new handle 
design which aids in selecting the 
desired height. Clarke Sanding 
Machine Co., Dept. H, Muskegon, 
Mich. 


Caps and masks (16B-3) 
Manufacturer's description: This line of 
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This Stamp of Approval Means Perfect Gloves 
That Wear Longer for Lower Costs... 


Rigid Quality Control Every new PIONEER Surgical Glove is the same 
sheerness as previous gloves, within 1/1000 of an inch tolerance. Surgeons prefer them 
because every new pair feels like their previous pair. No loss of strength after ten 
Ssterilizations, excellent condition is common even after twenty! 


Precise Factory Inspection of every glove makes doubly sure there 
are no weak spots to wear through. Only gloves that merit our stamp of approval 
are sold. Every PIONEER glove you get is perfect! 


Specify PIONEER Rollprufs® | 


the ozone cracking that 
349 Tiffin Road, Willard, Ohio shortens the life of 
many rubber products. 


Pioneers in Hand Protection for over 35 Years 


PIONEER 
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nurses’ and surgeons caps and 
masks is made of preshrunk, finely 
woven muslin of specific weights 
best suited for each requirement. 
The caps and masks will withstand 
repeated laundering. The OR caps 
have adjustable tie straps in back 
to provide a snug comfortable fit. 
Acme Cotton Products Co., Inc., 
Dept. H, 245 Fifth Ave., New York 
16, N.Y. 


Interior ceiling and wall finish 
(16B-4) 


Manufacturer's description: This abra- 


¢ 


> If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 18 E. Division St., Chicago 10, Ill. 


sion-resistant monolithic wall and 
ceiling finish combines five desir- 
able features in one application: 
high sound absorption (up to .80 
NRC); effective thermal insulation; 
fire resistance (tested by Under- 
writers’ Laboratories), and efficient 
condensation control. Development 
of new equipment has made the 
application of the finish economical. 
Columbia Acoustics & Fireproofing 
Co., Dept. H, Stanhope, N.J. 


Vegetable peeler (16B-5) 
Manufacturer's description; Vegetables 


can be peeled 
with a minimum 
of waste and 
without flats in 
this new vege- 
table peeler. 
Made in 15-, 30-, 
and 60-lb. ca- 
pacities in ped- 
estal and bench 
types, the peel- 
ers feature a 
long-lasting quartz abrasive on 
both the cylinder and disc. The 
abrasive is as hard as granite, non- 
toxic, sanitary, and will not crack. 
Reynolds Electric Co., Dept. H, 3000 
River Rd., River Grove, Ill. 


New fuse (16B-6) 


Manufacturer's description: Fully 


proved by Underwriters’ Labora- 
tories, this new fuse is screwed 
into fuse boxes like any other fuse. 
However, when a short circuit oc- 
curs, the special features of the 
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fuse come into action: First, the 
fuse blows out to eliminate any. 
possibility of fire, and the bright 
neon light on the top of each fuse 
flashes on so that there is clear 
indication which circuit has been 
broken. When the cause of the fuse 
blowout has been corrected, the 
new fuse is simply turned to the 
next setting and the electric cur- 
rent is restored. Each fuse is good 
for six blowouts. Ward Interna- 
tional, Inc., Dept. H, 601 S. Ver- 
mont Ave., Los Angeles, Calif. 


Pot and pan washing unit (16B-7) 
Manufacturer's description: Any stainless 


steel or galvanized sink can be 
converted into an automatic uten- 
sil washer with this new pot and 
pan washing unit. The unit mounts 
on the side of the sink, providing 
pumping action through openings 
cut into the sink. This in no way 


prevents normal use of the sink 


at times when pots and pans are 
not being washed. The 400 gal. per 
min. action of the pump keeps a 
strong current of detergent-laden 
water moving through all parts of 
the sink. Pots and pans are placed 
in the sink and left there as long 
as necessary. Soil is swept off the 
pots and pans by. the current and 
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4 times the detail... 
1A the radiation 


ITH the superior mirror- | 


optics of the Fairchild-Odelca 
camera, General Electric photo- 
roentgen units now provide efter 
films faster. Resolution is increased 
300%. Patient-motion blurring is 
sharply. curtailed because exposure 
times are cut 75% to 80%. And 


this greater speed means that your 
patients recetve 75“@ less radiation. 
Your G-E x-ray representative can 
give you full data on this complete 
line (see box at right). Contact him, 
or write X-ray Department, General 
Electric Company, Milwaukee 1, 
Wisconsin, for Pub. |, 4. 


General Electric products 


| 


| 
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Th step with your progress 


Whatever your patient load 
or preference — there’s a G-E 
unit that’s right for you 


@ Choice of cameras: 
“in-line” (for conventional chest 
work) or “angle-hood” (for both 
horizontal and vertical P-R examina- 
tions). 


@ Three photoroentgen units: 
duplex 70 mm in-line, single 70 
mm in-line and duplex two-position 
70 mm angle-hood. 


@ Three film-handling devices: 
70 mm automatic cassette, 70 mm 
hand-operated cassette and 70 mm 
cut-film cassette. 


@ Also available: 
a complete line of P-R units using 
conventional optical systems. 


ai 


Progress /s Our Most Important Product 


GENERAL 
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kept in suspension, to be pulver- 
ized by the pump and washed down 
the drain when the sink is emptied. 
Kewanee Industrial Washer Corp., 
Dept. H, Kewanee, 


Sterile pack sutures (16B-8) 
Manufacturer's description: New suture 


packages are made up of a heat- 
sealable lamination of aluminum 
foil, paper and plastic film. The 
packages makes possible a sterile 
pack that can be easily opened in 
the operating room. The aluminum 
foil serves as an effective barrier 
to formaldehyde and most chem- 
icals commonly used as sporocidal 
solutions in hospitals. The package 


with a pair of scissors. Bauer & 
Black, Kendall Co., Dept. H, 309 
W. Jackson Blvd., Chicago 16, Ill. 


Postoperative absorbent dressing 
(16B-9) 


Manufacturer's description: This new 
postoperative absorbent dressing is 
a complete dressing, sterile, and 
individually wrapped, and ready 
for use. It can be quickly applied 
and can be tailored to fit individual 
wounds. The absorbent pad will 
not adhere to the wound. It 
absorbs light-to-medium drainage 
immediately. The dressing supports 
the suture line firmly, with closure 
effect. A nonadhering perforated 
plastic film covers the absorbent 
pad, which is secured to vented, 
plastic adhesive tape. Johnson & 
Johnson, Dept. H, George and 


STERIPAK 


nNon-Adherire Dressing 


Gohwsen 


FERILE 


STERIPAK 


an-Ad? 
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Hamilton Sts., New Brunswick, 


N.J. 


Nylon base glides (16B-10) 
Manufacturer's description: These nylon 


base glides move 
easily over floors 
and floor cover- 
ings and do not 
scratch, squeak 
or rust. They are 
ideal for areas 
where climatic 
conditions cause 
metal finishes to 
corrode, result- 
ing in stained 
floor coverings. The tilting stem 
has a 40-degree range of move- 
ment to accommodate modern 
splayed legs and to allow the base 
to set flat on the floor. They are 
available with a variety of stems 
or sockets. Faultless Caster Corpo- 
ration, Dept. H, Evansville, Ind. 


Sterile surgical blades (16B-11) 
Manufacturer's description: This new 


sterile blade, made of stainless 
steel, saves time and_ simplifies 
technique in the operating room. 
The blades are hermetically sealed 


in double vinyl-lined aluminum 
foil. Then the sealed packets are 
heat-sterilized to destroy all mi- 
crobial life. These stainless steel 
blades are unaffected by body 
fluids, autoclaving, dry heat or 
solutions. They will not corrode 
and they eliminate the need for 
disinfecting solutions. American 
Safety Razor Corp., Hospital Divi- 
sion, Dept. H, 380 Madison Ave., 
New York 17, N.Y. 


Water demineralizer (16B-12) 
Manufacturer's description: This unit de- 


mineralizes tap water at a rate of 


from 8 to 10 gal. per hour. Water 


of a specific resistance measuring 
2 million ohms or better is pro- 


duced. The demineralizing column, 
a 7-inch polyethylene tube, is 
charged with a monobed of strong 
anion and cation resins and con- 
tains a built-in flow regulator. It 
has a grain removal capacity of 
about 200 grains as NaCl. A uni- 
versal faucet adapter is fitted with 
two telescoping inserts which fit 
every type or shape faucet from 
in. to in. outside diameter. 
Comroe Laboratories, Inc., Dept. 
H, 5208 S. Lake Park Ave., Chi- 
cago 15, Ill. 


Knife and cleaver sharpener 
(16B-13) 


Manufacturer's. description: The abrasive 
surface of this sharpener is formed 
by a bonded 3-in. tube, 15 in. long, 
supported on a steel tube and 
capped at both ends. Bronze pilot 
bearings in the center of each cap 
suspend this tubular hone on snap- 
in centers, permitting it to turn 
freely within the cast iron base 
containing honing oil. A worn ab- 
rasive tube is easily slipped off 
and replaced with a new one. The 
sharpener makes it unnecessary to 
have knives and cleavers ground 
every week or two. Wulff Manu- 


4 
facturing Co., Dept. H, Ontario- 
ville, Ill. 


Identification strap (16B-14) 


Manufacturer's description: This 10 1-in. 
long identification strap, when cut 
into three pieces, provides a brace- 
let for the mother and two brace- 
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Here’s unloading at its best — fast because 
it’s -simple. 
(which is standard at no extra charge) 
euides work directly into the extractor 
baskets, so no accessory apron devices are 
needed in this operation. 

It’s simple to operate, too—and fully 
protected by electrical interlocks for com- 
plete safety. Long service life is assured 


through such features as the stainless steel 


LAUNDRY MACHINERY 


Division of 


American Machine and Metals, Inc. 


EAST MOLINE, ILLINOIS 


"World's oldest builders of power laundry equipment’ 
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The Troy unloading shelf, 


hi 
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plate front, sturdy rear X-brace and an 
ingenious new take-up feature on the 
quiet, efficient chain drive. 

Like Troy washers with fixed or remov- 
able “Slyde-Out” shelves, Troy unloading 
washers are available with or without 
automatic controls. Sizes include: 42” x 
54”, 42’ x 84” and 42” x 96” — proof 
again that the only name you need to 
know in washers is TROY! 


NEW! Bulletin gives 


valuable information 6n 
construction, features, di- 
mensions and specifications 


MAIL COUPON TODAY! =. 


Without obligation, please send bulletin YW-42-57 describing 


ATTENTION MR 


NE STATE 


> 
t TROY LAUNDRY MACHINERY, Dept. H-857 

i Division of American Machine and Metals, Inc. 
; East Moline, Illinois 

f TROY Unloading Washers. 

i 

COMPANY 

i 

ADDRESS 

i 
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lets for the baby (or one bracelet 
and one anklet). Straps are ad- 
justable to fit the patient. They 
are fastened to the name plates 
with plastic rosettes which are 
applied with fingertip pressure. 
Each set consists of the strap, three 
name plates, three cards, and a 
supply of rosettes. The Presco Co., 
Inc., Dept. H, Hendersonville, N.C. 


New rubber stopper (16B-15) 
Manufacturer's description: This rubber 


stopper for use 
in the labora- 
tory will fit as 
many as 17 dif- 
ferent size open- 
‘ings, ranging 
from 22 mm. to 
100 mm. The 
stopper is essen- 
tially a size No. 
15, 4-in. stopper 
sliced into 17 
concentric tapered rings. Each ring 
or group of rings can be added to 
or subtracted from the core until 
the desired fit is obtained. The 
rings nest snugly with a vacuum- 
tight fit. Bethlehem Apparatus Co., 
Inc., Dept. H, Hellertown, Pa. 


Individual portioned foods 


(16B-16) 
Manufacturers’ description: This com- 


pany has recently introduced a 
new line of jellies, mustard and cat- 
sup packaged in one-portion plas- 
tic containers. Other items such as 
dressings, tartar sauce, syrup and 
honey will be added in the near 
future. Nu-Way Foods Co., Dept. 
H, 325 Elizabeth St., N.E., Atlanta, 
Ga. 
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Food and beverage vendor 


(16B-17) 
Manufacturer's description: This coin- 


operated vending machine for hot 
and cold food and beverages pro- 
vides around-the-clock-service to 
supplement or replace the cafeteria, 
lunch counter, or snack bar. The 
machine has a stainless steel re- 
frigerated interior, chrome and 
enamel exterior, and a_ built-in 


change-maker. The machine is 73 
in. high, 57 in. wide, and 31 in. 


deep. Eastern Electric, Inc., Dept. 
H, New Bedford, Mass. 


Window opener (16B-18) 
Manufacturer's description: This all-metal 
opener for jammed windows fits 
all standard windows and will not 
mark or mar the frame when used. 
The leg length is adjustable from 
21 to 40 in. A wood block can be 
used to open larger windows. The 
standard model sells for $7.95, and 
prices on special models are avail- 
able from the manufacturer. Nestar 
Products Co., Dept. H, 6509 Hough 
Ave., Cleveland 3, Ohio. 


foduct 


SEE COUPON, PAGE 62 


Diagnostic reagents (16BL-1)—This 
booklet describes a wide range of 
sterile serums, plasmas, ultrafil- 
trates and bloods available in 
either liquid or desiccated forms 
from animals or birds in any stage 
of pregnancy. Prices are included. 
Colorado Serum Co., Dept. H, 4950 
York St., Denver 16, Colo. 


Steel cabinets (16BL-2)—This four- 
page bulletin describes and illus- 
trates a line of steel cabinets, 
wardrobe cabinets, desk-height ef- 
ficiency cabinets, counter-height 
utility cabinets, combination cabi- 
nets and tool cabinets. Ask for 
Bulletin SE-6. Penco Metal Prod- 
ucts Div., Alan Wood Steel Co., 


Dept. H, 200 Brower Ave., Oaks, 


Pa. 


Fire protection systems (16BL-3)— 
A complete discussion of the na- 
ture and advantages of fire protec- 
tion systems is available. Included 
in the discussion of the advantages 
of fire protection is a complete ex- 
planation of the insurance savings 
and other economic benefits which 
efficient fire protection systems 
make possible. “Automatic” Sprin- 
kler Corporation of America, Dept. 


H, Youngstown 1, Ohio. 


Laundry equipment (16BL-4)—Four 
new catalogues—AB 334-422, AB 
331-702 (SUPL.), AE 321-202, and 
AE 321-402—are available to bring 
this company’s laundry machinery 
reference guide up to date. The 
American Laundry Machinery Co.., 


| Dept. H, Cincinnati 12, Ohio. 


Electric generating plants (16BL-5) 
—This is a revision of a book of 
general information concerning the 
selection of engine-driven electric 
generating plants. The pocket-sized 
booklet traces the history of elec- 
tric plant development from early 
stages where storage batteries 
were necessary to today’s modern 
single-unit, engine-generator pow- 
er plants. D. W. Onan & Sons, Inc., 
Dept. H, 3383 University Ave., S.E., 
Minneapolis 14, Minn. | 


Care and _ssterilization of surgeons’ 
gloves (16BL-6)—This wall chart 
offers in simplified form the pro- 
cedure for caring for and sterilizing 
surgeons’ gloves. The Wilson Rub- 
ber Co., A Division of Becton, Dick- 
inson and Co., Dept. H, Canton, 
Ohio. 
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CHEST OF DRAWERS 
Made of solid birch, with burn- and scratch- 


center drawer guides; recessed drawer pulls. 
Features dust-proof, full dovetail construc- 


grated P tion. Supplied in any finish you specify. 


E-16 


FICHEN LAUBS 


Contract Furniture 


3501 BUTLER ST., PITTSBURGH 1, PA. 
ESTABLISHED 1873 


resistant plastic top. Has five drawers; _ 


Surouppac 


THE COMPLETE 

PACKAGE FOR 

HANDLING THE 
DECEASED 


SHROUDPAC, the time-saving procedure for easier, cleaner, 
faster handling of the deceased. Special. hospital white, fully 
opaque plastic shroud sheet respectfully shields the body 
from view and prevents embarrassing soilage. Always ready 
for instant use, no searching, no improvising. SHROUDPAC 
stores compactly in a handy six-unit dispenser. 

For further information and eniesiee contact your SHROUD- 


PAC distributor. (See below). 


SHROUDPAC CONTAINS 
these necessary items: PLASTIC 
SHROUD SHEET (Adult Size or Child 
Size) e CHIN STRAP e THREE UNIFORM 
IDENT. TAGS e TWO CELLULOSE PADS 
e FIVE TIES. 


Each SHROUDPAC comes in a poly- 
ethylene bag designed to hold the 
personal belongings of the deceased. 


PATTON HALL, Inc. 


#8 


2265 W. ST. PAUL AVE. 
CHICAGO 47, ILLINOIS 


SHROUDPAC is — through: A. S. Aloe Co.; American Hospital 


Supply Corp.; E. F. Mah 
Supply Co., Inc.; Ross, Ine.; 
e 
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In Canada: Ingram & 


High solubility of 
“Thiosulfil’ 
insures prompt 
bacteriostatic 
concentrations at 
site of urinary 
tract infections 


direct effective 


‘THIOSULFIL: 


Brand of sulfamethizole 


AYERST LABORATORIES > 
New York, N.Y. Montreal, Canada wo 
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survey of 40 California hospit 


|* 1953-55, the Nutrition Service 
of the California State Depart- 
ment of Public Health conducted 
a survey of the food service in 40 
institutions receiving state subsidy 
for the care of tuberculous pa- 
tients. This survey and a similar 
study in 1943-44! were requested 
by the chief of the Bureau of Tu- 
berculosis of the same department, 
with the following objectives: a) 
to appraise the nutritional ade- 
quacy of food served tuberculous 
patients and b) to define the needs 
of these institutions in the areas of 
food service. A summary of the 
findings and recommendations of 
the 1953-55 survey are included in 
this article. 

Of the 40 institutions surveyed, 
24 were general hospitals with tu- 
berculosis units and 16 were 
tuberculosis hospitals. Of the 
general hospitals, 21 were county- 
owned; 3, privately-owned. Thir- 
teen of the tuberculosis hospitals 
were owned by one or more coun- 
ties; three, privately owned. The 
number of beds for tuberculous 
patients ranged from 23 in a gen- 
eral hospital to 1144 in a tubercu- 
losis sanatorium. The distribution 
of tuberculosis beds was as fol- 
lows: 


Number 
of Hospitals 


Number of 
Tuberculosis Beds 


Under 50 beds 7 
50- 99 beds a 
100-149 beds 10 
150-249 beds 6 
250-349 beds 6 

350 and over beds 4a 


The procedure followed in the 
survey by the nutrition consultants 
was the same for each facility. On 


Helen E. Walsh is chief of the Nutri- 
tion Service, California State Department 
of Public Health, Berkeley. The author is 


provides .. 


A dietary survey of 40 institutions 
in California receiving state subsidy for 
the care of tuberculous patients showed 
‘adequate intakes of calories, protein, 
calcium and riboflavin. The author re- 
ports that in a few cases, the dietaries 
were low in iron, vitamin A, thiamine 
and niacin. The commonest dietary de- 
ficiency was ascorbic acid. Findings 
and recommendations are presented in 
relation to other areas of food service, 
viz., administration, on-the-job train- 
ing, food planning and _ production, 
tray service, and patient education. 


two separate visits (two days each) 
to the institutions, the nutrition 
consultant evaluated the approxi- 
mate nutritive content of the diets 
served, observed the food prepara- 
tion and service, interviewed pa- 
tients and obtained basic informa- 
tion. The consultant also reviewed 
the findings of the survey with the 
hospital administrator or medical 
director and the head of the dietary 
department, and gave consultation 
when needed or requested. Occa- 
sionally, additional visits were 
made to obtain more information, 
to clarify data, to discuss survey 
findings or to give further consul- 
tation. 

To insure uniformity in report- 
ing basic data, a form was devel- 
oped by the consultants. A written 
report on each institution was sent 
to the Bureau of Tuberculosis with 
an additional copy for the institu- 
tion, if requested. 


‘recommendations 


for feeding tuberculous patien : 


evident. 


‘raised to 90 gm., 


In evaluating the nutritive value 
of the diet as served, the consultant 
weighed or measured food from a 
typical tray served at. breakfast, 
dinner and supper on two separate 


days. Trays for men and women 
were studied separately when a 
difference in Size of servings was 
If offered routinely, in- 
terval nourishments were included 
as part of the diet. The nutritive 
values* for all foods served on each 
day were calculated and averaged | 
for the two-day period. 

The calculated nutrient values_ 
were then compared with those 
recommended by the National Re- 
search Council** for a sedentary 
man and woman, except for pro- 
tein and ascorbic acid. The levels 
for protein and ascorbic acid were 
and 100 mg., 
respectively, on the basis of re- 
ports in the literature 2. 3 that 
the needs of tuberculous patients 
should be increased for these nu- 
trients. The levels of nutrients es- 
tablished for this survey are in- 
cluded in.chart 1, below. 


_ NUTRITIONAL EVALUATION OF DIETS 


The calculation showed that all 
diets met the recommended levels 
for calories, protein, calcium and 
riboflavin. Calories ranged from 

* Composition of Foods, United States 
Department of Agriculture Handbook No. 8. 


**Food and Nutrition Board, National Re- 
search Council. Recommended Dietary Al- 
lowances, Washington, the Council, 1948. 


chart 1—level of nutrients established for survey 


indebted to Dr. Edward Kupka, chief of , Ribo- Ascorbic | 
public Protein Calcium tron Vitamin Thiamine flavin Niacin Acid 
and Dr. Horace R. Getz. pedical Cateries (gm.) (gm) (mg.) (mg.) (mg.) (mg.) 
of the Charles Coo astings Home, for 

their assistance, and to the staff nutrition- Men 2400 90 1.0 12 5000 1.2 1.8 12 100 
ists for the collection of data and for as- Women 2000 90 ] 0 12 5000 1 0 ] 5 10 100 


sistance in preparation of this manuscript. 
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YOU ASKED FORIT... 
CONVENIENT DISPENSING! 


FLEX-STRAWS NOW PACKED 
in a convenient DISPENSER BOX 


MINIMUM HANDLING...MAXIMUM PROTECTION 


FLEX-STRAWS are distributed quickly and efficiently from the 
new dispenser box. Straws are removed at corrugated section so 
that it is never necessary to touch either the end which is immer- 
sed or the end which touches the mouth; assuring maximum 
protection and sanitation. One or several FLEX-STRAWS can be 
dispensed with minimum time and effort. The dispenser tab may 
be closed between uses. ORDER FROM YOUR DISTRIBUTOR NOW. 


FLEX-STRAW COMPANY 2040 sroapway « SANTA MONICA, ont 


Canadian Distributors: Ingram & Bell, Ltd. * Toronto 


69 


4 parent© 
Q oe | The tube 
itary H wn 
} 
\ \ } 7 
j 
j L— 
/ FT 
3 
7 
~ 
2% 
4) 


2400 to 3800 with an average of 
2850 calories. Protein values ranged 
from 90 to 150 gm. with an average 
of 113 gm. The liberal amount of 
milk in all daily menus contrib- 
uted substantially to the adequacy 
of calcium and riboflavin in all 
diets. One institutional diet was 
low in iron; three were low in 
vitamin A; one was low in thia- 
mine, and three were low in 
niacin. 

The outstanding deficiency was 
ascorbic acid. In 15, or two-fifths 
of the institutions, the average 
daily total food served did not pro- 
vide the 100 mg. of ascorbic acid 
recommended for this survey. The 
dietary in 8 of the 15 institutions 
did not supply the 70 mg. level of 
ascorbic acid recommended by the 
National Research Council for a 
normal adult. The deficiency in 
ascorbic acid usually occurred 
when citrus fruit or juice was not 
served at breakfast. If included at 
breakfast, there was little difficulty 
in meeting the established level of 
100 mg. daily. 

Seven institutions reported that 
they made a periodic check of the 
nutritional adequacy of _ their 
menus—using a method similar to 
the one in this survey. Four facili- 
ties reported checking their menus 
with the Basic Seven food groups, 
and 20 institutions reported that 
a nutritional check was not made. 


QUALITY OF THE FOOD SERVICE 


The quality of food served to 
patients is affected by many fac- 
tors: administrative organization 
of the dietary department, on-the- 
job training, menu planning, food 
procurement, food preparation and 
tray service. Survey findings in 
these areas were: 

1. Administration of the dietary de- 
partment. Twenty-eight institutions 
employed dietitians. In 9 of. these 
28 facilities, a dietitian was not in 
complete charge of the dietary de- 
partment, but shared the respon- 
sibilities with a chef. In institu- 
tions not employing a dietitian, 
the dietary departments were 
headed by persons with various 
levels of training and experience. 
In two institutions, a home econ- 


_omist and a chef shared admin- 


istrative responsibilities. A chef 
directed the dietary department in 
two institutions; a cook, in four; 
a nurse, in one; and in three, an 
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employee with no special classifi- 
cation or training but with some 
experience in food service. 

In 11 of the institutions sur- 
veyed, no one person had complete 
responsibility for all functions 
of the dietary department. The 
administrative responsibilities in 
these institutions were divided be- 
tween the dietitian or home econ- 
omist and the chef. In 9 of the 11 


institutions, there were problems — 


in coordination of various phases 
of the food service because of the 
divided administration. 

The laek of a dietitian or the 
need for additional dietitians was 
reported by 10 institutions as a 
major element in the administra- 
tive problem. In 4 of the 10 facili- 
ties, positions for dietitians had 
been previously established but, at 
the time of the survey, were not 
filled. 

2. On-the-job training. Inservice 
training programs for dietary em- 
ployees were reviewed. In eight 
institutions, efforts were made to 
provide continuous training pro- 
grams through food handlers’ 
courses, monthly meetings, visual 
aids, and individual orientation to 
the job. Organized training pro- 
grams had not been established in 
32 institutions. Many of these in- 
stitutions reported a need for such 
a program and that attempts to 
develop them had been discon- 
tinued for “lack of time’’. 

3. Menu planning. In 26 institutions, 
general menus were planned by 
the dietitians or jointly with the 
chef. In two facilities with dieti- 
tians on the staff, the chef planned 
the menus and the dietitian modi- 
fied them for “special” diets. In 
the 12 institutions not employing 
dietitians, the person in charge of 
the dietary department planned 
the general menus. 

Where there was a dietitian on 
the staff, she was responsible for 
planning therapeutic diets. In the 
12 institutions not employing di- 
etitians, the therapeutic diets were 
planned by persons not specially 
trained in diet therapy. 

The general menus for tuber- 
culous patients, covering a period 
of several weeks, were reviewed 
by the nutrition consultants. For 
the most part, menus, as written, 
were considered to be interesting 
and provided contrast in flavor, 
color and texture. The most com- 


mon finding not in agreement with 
good menu planning was the fre- 


quent repetition of specific food 


items. 

Most of the institutions have a 
relatively high proportion of Span- 
ish-American and Oriental pa- 
tients. Many of those patients 
found it difficult to adjust to the 
routine hospital diet. Occasional 
attempts to provide these patients 
with food items typical of their 
cultures were reported by approx- 
imately one-half of the institu- 
tions, although this was not always 
evident from a review of the 
menus. The use of selective menus 
and meetings of patient represent- 
atives were mentioned in two in- 
stitutions as ways of determining 
food preferences of particular cul- 
tural groups. 

4. Food procurement. In 26 institu- 
tions, a purchasing agent was re- 
sponsible for all or part of the 
food buying. In others, food was 
purchased directly from the ven- 
dors by the dietitian or person in 
charge. The purchase of below- 
standard foods, at least. part of 
the time, was reported by only 
three facilities. Milk used in all 
institutions was pasteurized. 

5. Food preparation. Processes in- 
volved in food preparation include 
storage and handling of foods prior 
to cooking, cooking procedure in- 
volving time and temperature, and 
handling of foods after cooking 
and before serving. The quality of 
over-all food preparation in one- 
fourth of the institutions was 
judged by the consultants as in 
definite need of improvement. In 
practically all facilities, however, 
there was need for improvement 
in some areas of preparation. The 
following poor practices were ob- 
served: | 

In 15 institutions, vegetables 
were overcooked, making them less 


palatable and subject to excessive 


loss of nutrients. 

In 15 institutions, protein foods 
were prepared and allowed to 
stand more than four hours before 
serving. 

In 19 kitchens, standardized 
recipes were not used. 

6. Tray service. Serving time in the 
institutions varied from 6:30 a.m. 
to 8 a.m. for breakfast, 10:45 a.m. 


to 12 noon for the noon meal, and 


3:45 p.m. to 5 p.m. for the eve- 
ning meal. The time span between 


HOSPITALS, J.A.H.A. 


= 


the third and first meal in the 40 
institutions ranged from 14 hours 
to 15% hours. 

No evening nourishment was 
given in 4 facilities and in 15 only 
milk was offered. A real attempt 
is being made by many of the in- 
stitutions to change the time span 
between meals. This is not a sim- 
ple undertaking, however, and in- 
volves the cooperation of other 
departments in the hospital. 

The trays in most of the insti- 


tutions were neat in appearance. 


Many were unattractive because of 
chipped dishes, the absence of 
tray covers and napkins, and the 
use of old and stained trays. 
Observation of trays returned 
from the patients indicated that 
tray waste was excessive in at least 


17 institutions. Responsible factors. 


as identified by patients or per- 
sonnel included: 

Extra food brought to patients 
by visitors. 

Serving of particular food items 
not generally well-accepted. 

Insufficient time span between 
meals. 

Unsatisfactory food preparation. 

Effect of interval nourishments 
on appetites. 

Portions too large and without 
regard for the preferences of in- 
dividual patients. 

Inquiries were made concerning 
administration of vitamin and 

mineral preparations and supple- 

mentary feedings. In 16 institu- 
tions, vitamin and mineral prep- 
arations were routinely given to 
all tuberculous patients. 

Interval feedings were consid- 


training of 


ered to be routine when offered 
to all tuberculous patients with- 
out a-physician’s specific order. In 
20 institutions, routine nourish- 
ments were offered in the evening 
only; in 7, twice daily; and in 8, 
three times daily. In 4 facilities, 
interval nourishments were given 
only on the physician’s order. 

Two dietary departments at- 
tempted to give continuous nutri- 
tion education to the patient dur- 
ing his hospitalization. In two other 
institutions, dietary instructions 
were given to all tuberculous 
patients before discharge. In the 
remaining 36 facilities, dietary in- 
structions were given either to 
patients being discharged on ther- 
apeutic diets or not at all. 


RECOMMENDATIONS 


Based on the findings reported 
in the preceding section, common 
needs of most of the institutions 
in the area of food service were 
determined and the following rec- 
ommendations made: 

1. Foods high in ascorbic acid 
should be included in the menu 
each. day—at meals or as interval 
nourishments. 

2. The dietary department should 
be administered by one well- 
qualified. person having complete 
responsibility and authority for all 
phases of operation. 

3. Programs for’ on-the-job 
dietary employees 
should be carried on in all insti- 
tutions. Methods for training em- 
ployees will necessarily vary with 
the size and staff of the institution. 


4. A simple method should be 


chart 2—types and amounts of food to be included on the 
patients’ daily menus for nutritional adequacy 


FOODS 
Citrus Fruits 


_ Other Vegetables and Fruits 
(includes white potatoes) 
Meat, Fish, Poultry 


Eggs 
Cereals and Bread | 
_. (whole grain and enriched) 
Butter 
Milk 


(includes tomatoes, melons, berries) 
Leafy, Green and Yellow Vegetables 
(includes sweet potatoes, winter oun 


(includes dried beans and cheese) 


AMOUNTS 
2 liberal servings 


serving—at least 
serving) 

3 servings 
(2 c. serving) 

2 servings 
(3-4 oz. serving, 
cooked) 

1 or more 

Some at each meal 


At each meal 
1 qt. 


AUGUST 16, 1957, VOL. 31 


used to determine the nutritional 
adequacy of meals served. For this 
purpose, it is suggested that the 
daily menus be checked against 
chart 2, page 71, to insure that 
certain foods are supplied in ade- 
quate amounts. 

5. In meal planning considera- 
tion should be given to the food 
patterns of the cultural gfoups 
represented by the patients. 

6. Practices of food preparation 
should be reviewed and improved, 
where necessary, with emphasis on 
producing food of uniform high 
quality. Menu items should be 
prepared as near as possible to 
serving time. Standardized recipes 
should be available for use by per-. 
sons engaged in food preparation. 

7. A real effort should be made 
to arrange patient meal hours to 
allow for a greater span of time 
between breakfast, dinner, and 
supper, and to decrease the time 
span between the evening meal 
and the next breakfast. 

8. Trays should be neat and 
attractive. The use of attractive 
tray covers, napkins, and dishes is 
encouraged. The use of chipped 
dishes and stained trays is dis- 
couraged. 

9. Reasons for excessive’ food 
waste on the trays should be in- 
vestigated and attempts made to 
correct responsible factors. Tray 
waste represents an economic loss 
to the institution and indicates pa- 
tient dissatisfaction. Much of the 
tray waste could -be eliminated it 
attention were given to the rec- 
ommendations above. 

10. The  patient’s treatment 
should include a program of edu- 
cation in the importance of a 
nutritionally adequate diet and 
guidance in the selection of food 
while he is in the hospital and 
upon his return home. The physi- 
cian, dietitian, nurse and social 
worker should join forces in: a) 
making clear the purpose of the 
recommended diet and b) assist- 
ing the patient to be discharged 
and his family to accept and pur- 
chase the diet. a 


REFERENCES 


1. Sedgwick, Jane. Dietaries in tubercu- 
losis sanitaria; report of the approxi- 
mate nutritional evaluation of t irty- 
four tuberculosis hospital 
dietaries dur te and 1944. Am. Rev. 
Tuberc. 54:128 A 946. 

32. Go, I. S., Henderson, 
H. J. Nutrition in tuberculosis as eval- 
uated by blood analysis. Am. Rev. 
Tuberc. 50:96 Aug. 1944. 

3. Getz, H. R. Problems in feeding the 


tuberculous patient. J. Am. Diet. A. 
30:17 Jan. 1954 


Notes and Comment 


Vary your dessert menu 
with New England squash pie 


New England squash pie with 
china ginger meringue is an at- 
tractive dessert selection that will 
add variety to your menus and 
will be well received by patients, 
reports Nena D. Osterud, admin- 
istrative dietitian, King County 
Hospital System, Seattle. Miss Os- 
terud has included this recipe on 
the Thursday menu in her second- 
week North-Northwest winter cy- 
cle menu on page 74 of this issue. 

The squash pie recipe, devel- 
oped at the New York Statler 
Hotel, is presented here with the 


hope that other hospitals will meet 
success with the use of this recipe. 


NEW ENGLAND SQUASH PIE 
WITH 
CHINA GINGER MERINGUE 
Yield: 14 pies 

2 gal. squash, cooked and strained 
31 Ibs. granulated sugar 
oz. salt 

1 oz. nutmeg 

oz. ginger 

48 eggs 

1 gal. milk 

2 qts. heavy cream 
. Steam squash and run through 
puree strainer and drain off water 
before measuring. 

2. Weigh and sift dry ingredi- 
ents. 

3. Add dry ingredients to squash 
and stir until mixed. 

4. Add eggs, slightly beaten. 

5. Add. milk and cream. 

6. If there are any lumps, strain 


before pouring into unbaked pie 
shells. 

7. Fill pies and bake for 45 min- 
utes in moderate oven, 350° F. If 
possible, bake pies in 400° F. oven 
for first 5 minutes. 


CHINA GINGER MERINGUE 
1 qt. egg whites 
11% Ibs. granulated sugar 
Vo tsp. salt | 
Vo pt. (2 Ib.) candied ginger, 
chopped fine 


1. Beat egg whites. 

2. Add sugar and salt slowly and 
continue beating egg whites until 
stiff, but moist. 

3. Fold in candied ginger. 

4. Spread meringue on squash 
pie about 15 minutes before pies 
are done. 

5. Return pies to oven and bake 
meringue until it is light golden 
brown. 


Fall Cycle Menu 
for the North-Northwest 


21-pay selective fall cycle 
menu and market orders for 
perishables are designed for hospi- 
tals in the North-Northwest. These 
menus, which are to be used during 
September, October and November, 
feature foods popular in the north- 
ern and northwestern parts of the 
country. 

The menus in this issue are the 
final set in a four-part series of 
fall cycle menus published in 
this Journal. Fall cycle menus for 
the Midwest were included on 
pages 86-88 of the July 1 issue of 
HOSPITALS, JOURNAL OF THE AMERI- 
CAN HOSPITAL ASSOCIATION. The 
South-Southwest fall cycle menus 
were published in the July 16 issue 
of the Journal, pages 82-86. The 
East menus were included on pages 
74-76 of the August 1 issue. 

In planning the menus, careful 
consideration has been given to 
keeping the menu and food pro- 
duction operation simple for the 
smaller hospital. Moreover, a mod- 
erate to low cost food budget was 
used. 

This cycle menu features a choice 
of entree, vegetable, salad and des- 
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sert on the noon and night menus. 
Two cereals and two fruits are 
offered on the breakfast menu. 
Since one of the choices offered 
is designed for use on modified 
diets, these menus can be used for 
both normal and modified diets. 
The letter (F) following certain 
items on the menu indicates that 


During August hospitals are to use 
the summer cycle menus, published in 


the April and May 1957 issues of this 


Journal, The Midwest and South-South- | 


west cycle menus were included in the 
April 1 and 16 issues, respectively. The 
May I and 16 issues featured cycle 
menus for the East and North-North- 
west, respectively. 


this item is to be served on the 
full or normal diets, while those 
labeled (S) are for the soft and 
other modified diets. Where the 
letters (FS) appear, the menu item 
can be served on both the full and 
soft diets. 

The market order for perishables, 
which accompanies each week’s 
menu, lists the meats, seafood, 
poultry, and fresh and frozen fruits 
and vegetables that a 50-bed hos- 


pital will -need to produce the 
menu. The amounts are computed 
on the basis of serving 100 patient 
and personnel meals at breakfast, 
125 at noon and 100 at night. By 
using a multiple of 50, larger hos- 
pitals can easily arrive at their 
market orders. 

The market order includes all 
portion-ready meats, oven-ready 
roasts, portion-ready seafood, evis- 
cerated poultry and other pre-pre- 
pared items. 

An added feature of this menu 
service is the standard storeroom 
inventory, a list of supplies that a 
50-bed hospital should have in the 
storeroom at the beginning of each . 
21-day cycle. The items included 
are cereals and farinaceous prod- 
ucts, canned fish, canned fruits and 
fruit juices, dried fruits and vege- 
tables, jellies, cake and pudding 
mixes, pickles, canned soups and 
canned vegetables. 

This list of supplies was pub- 
lished on page 73 of the January 1 
issue of this Journal. The standard 
is also available upon request from 
the Association, 18 E. Division St., 
Chicago 10, III. 
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Ist WEEK NORTH-NORTHWEST SELECTIVE FALL CYCLE MENU—prepared by Nena D. Osterud, administrative dietitian, 


(MENUS TO BE USED DURING SEPTEMBER, OCTOBER AND NOVEMBER) 


King County Hospital System, Seattle 


breakfast noon | night 
Grapefruit Juice Vegetable Soup Chilled Tomato Juice 
> or Stewed Prunes Corned Beef Hash (F) or Potato Omelet, Bacon Curls (S) Breaded Veal Cutlet (F/—Currant Jelly or Pot Roast of Beef—Gravy (S) 
m=, Oatmeal Peas (FS) or Seven-Minute Cabbage Mashed Potato 
c or Ready-to-Eat Cottage Cheese Salad (S) or Assorted Relishes Parslied Carrot Rings (FS) er French Cut Green Beans 
a Rice Cereal Chocolate Brownies (F) or Canned Freestone Peaches (S) Head Lettuce Salad—French Dressing (F) 
, Poached Egg er Citrus Fruit Salad—French Dressing (5) 
Pineapple Roll Apple Pie (F) or Vanilla Ice Cream (S) 
Orange Juice Chicken Rice Soup Chilled Pineapple Juice 
> or Sliced Bananas | Lamb Stew with Vegetables (F) or Salisbury Steak (5) Roast Pork—Gravy (FS) or Boiled Tongue—Horseradish Sauce 
= Farina 7 Baked Potato (FS) Oven-Browned Potato 
” | er Shredded Wheat Buttered Asparagus or Buttered Wax Beans (FS) Mashed Hubbard Squash (FS) er Whole Kernel Corn 
4 Cereal Tossed Salad—French Dressing (F) or Pear, Cream Cheese Salad (S) Molded Tomato Salad, Mayonnaise or Cole Slaw with Old Yankee Dressing 
= Shirred Egg Thompson’s Seedless Grapes or Baked Custard (S) _ Baked Orange Pudding (F) or Canned Peeled Apricots (S) 
~ Corn Muffins—Honey | 
> Prune Juice Split Pea Soup, Croutons Bouillon 
So or Half Fresh Stuffed Green Peppers—Tomato Sauce (F) Roast Leg of Lamb—Mint Jelly (FS) or Meat Loaf—Mushroom Sauce 
7 Grapefruit or Macaroni and Cheese Casserole (S) Escalloped Potatoes 
2 Steamed Rice Shoestring Potatoes (F) Buttered Baby Lima Beans or Julienne Beets (FS) 
or Wheat Squares Buttered Spinach or Diced Carrots (FS) Stuffed Celery or Asparagus Tip Salad—French Dressing 
2 Poached Egg Waldorf Salad or Head Lettuce with French Dressing Chocolate Ice Cream (FS) or Tokay Grapes 
Small Butterhorn Roll Cottage Pudding with Lemon Sauce (FS) or Canned Bartlett Pear | 
Grapefruit Juice Cream of Corn Soup Chilled Loganberry Juice 
— or Kadota Figs Baked Sweet Potatoes with Orange (F)—Broiled Canadian Bacon | Roast Sirloin of Beef (FS) or Country Sausage—Applesauce 
=} Cracked Wheat Cereal or Scrambled Egg (5) | Mashed Potatoes 
Ss or Ready-to-Eat Buttered Peas (S) er Cauliflower (F) | Braised Parsnips er Buttered Green Beans (FS) 
5 Wheat Cereal Mixed Fruit Salad—Fruit Dressing (S) | Relish Plate or Head Lettuce Salad—Russian Dressing 
= Soft Cooked Egg or Tomato-Cottage Cheese Salad—Mayonnaise _ Caramel Potato Cake—Mocha Frosting (FS) 
-| Scones—Strawberry Tapioca Cream with Whipped Cream (FS) or Fresh Apple or Casaba Melon—Lemon Wedge 
Preserves 
Orange Juice Clam Chowder Fruit Cocktail 
or Baked Apple Cheese Fondue—Mushroom Sauce or Broiled Lamb Rib Chop (FS) Baked Salmon—Tartar Sauce (F}—Lemon Wedge (S) 
7 Cornmeal Baked Potato | or Roast Yeal—Gravy 
s or Ready-to-Eat Buttered Asparagus (S) or Stewed Tomatoes (F) Baked Potato 
me Malt Flake Cereal | Cooked Vegetable Salad—french Dressing Chopped Spinach with Hard Cooked Egg (FS) or Buttered Wax Beans 
Shirred Egg or Molded Lime-Grapefruit Salad—Mayonnaise (FS) Spiced Beet Salad or Celery Hearts 
Graham Muffin Assorted Cookies (FS) or Fresh Pear Lemon Sponge (S) or Vanilla Ice Cream 
Pineapple Juice Cream of Celery Soup . Bouillon 
> or Sliced Orange Italian Spaghetti (F)—Bread Sticks er Baked Salmon and Potato Cakes (S) Pot Roast—Gravy (FS) er Fried Liver 
mJ Whole Wheat Cereal Buttered Green Beans @r Zucchini Squash (FS) Mashed Potato 
5 or Corn Flakes Caesar Salad—Caesar Dressing or Sliced Egg Salad—Mayonnaise Savory Onions (F) or Buttered Peas (S) 
Ss Poached Egg Cup Cakes (FS) or Canned Royal Anne Cherries — Relish Plate or Lettuce Wedge—Chiffonade Dressing 
A) Cinnamon Roll Deep Dish Apple Pie—Hot Cinnamon Sauce 
or Bananas and Cream (S) 
Loganberry Juice or Cream of Tomato Soup Chilled Apple Cider 
_ Grapefruit Sections Broiled Shoulder Lamb Chop (S) or American Chop Suey (F) Baked Ham—Mustard Sauce (F) or Breast of Chicken (S) 
3 Rolled Wheat Cereal Steamed Rice (FS) | Candied Sweet Potato 
= or Puffed Wheat Julienne Carrots (FS) or Buttered Asparagus Buttered Chopped Spinach (FS) or Buttered Cauliflower 
> Cereal Apple, Orange and Date Salad or Pineapple, Cream Cheese Salad Cooked Fruit Salad—French Dressing (S) 
“2 Scrambled Eggs Vanilla Ice Cream (FS) or Chocolate Chip Cookies or Tossed Green Salad—Roquefort Dressing 
Bacon Curls — White Layer Cake-Marlatt Frosting (FS) @r Assorted Fresh Grapes 
(F)—Full Diet _(S)-Soft Diet : _ (FS)—Full and Soft Diet | Bread, butter and a choice of beverages are to be included with each meal. 
Item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings 
3 | BEEF FISH Onions, Green Bunch 1 doz 
Brisket, Corned U. S. Good 20 Ibs. 80 | Salmon Red, steaks, 5 oz. each 40 Ibs. 120 | parsiey Bunch | dee 
R | Ground Beef U.S. Good, 5 Ib. pgk. 30 Ibs. Parsnips 5 Ibs. 
liver Steer, sliced lbs. 20 Eryers (Breast) each 10 lbs. 30 | Potatoes, Sweet Hamper 100 Ibs. 
& | Roast, Sirloin (B.R.T.) U. S. Choice 35 Ibs. 105 te. 
% | Round (Bottom) U. S. Good 40 Ibs. 120 FRESH FRUITS Radishes Bunch ; 1 doz. 
Tongue No. | 5 ibs. 15 | Apples Jonathan, 113s 1 box Tomatoes Repacked (5 x 6) 30 Ibs. 
3 LAMB Apples Golden Delicious, 72s 1 box 2 
“= | Chops, Rib U. S. Choice, 6 0z. each 36 Ibs. 84 | Bananas Ripe 60 Ibs. 
@ Chops, Shoulder Good, 5 oz. each 10 Ibs. 30 | Grapefruit Seedless, 70s box 
| Leg U.S. Choice, yearling 30 Ibs. 90 | Srapes Tokay, 28 Ib. box 1 box 
US. 60 20 Ibs. 80 | Stapes Seediess, 28 Ib. box 1 box rape ruit Juice Con., 32 02. can 6cans 192 
eo Stew Limes 360s ? doz. Orange Juice Con., 32 oz. can 6cans 192 
PORK 
Bacon (Sliced) 24-26-1 Ib. 12 Ibs. Asparagus Cuts, 2% Ib. pkg. tbs. 45 
Chop Suey Meat 5 Ibs. Beans, Green Cuts, 2% Ib. pkg. tbs. 105 
+ Ham, (Pullman) Ready-to-eat 30 Ibs. 90 FRESH VEGETABLES Beans, Green Julienne, 2’ Ib. pkg. 2% Ibs. 15 
: Loin (Boneless) Grade A, 10-12 Ibs. 35 Ibs. 105 | Cabbage bag 50 Ibs. Beans, Lima Small, green, 
Sausage (Bulk) Lean S ibs. 15 | Carrots Topped, bag 100 Ibs. 2'4 Ib. pkg. 24 lbs. 15 
3 Celery Pascal, 30s 1 box Beans, Wax Cuts, 2% Ib. pkg. 17% Ibs. 105 
VEAL Cucumbers 1 doz. Cauliflower Buds, Ib. pkg. 17% Ibs. 105 
BR | Chop Suey Meat U. S. Good 10 Ibs. Endive Curly 6 heads Peas 2% Ib. pkg. 20 Ibs. 120 
| Cutlets U. S. Good, 4 oz. each 20 Ibs. 80 | Lettuce Head, 48s 2 crates Spinach Chopped, 2'4 Ib. pkg. 32 ibs. 195 
Shoulder (Boneless) U.S. Good 5 ibs. 15 | Onions, Dry Yellow, bag 50 Ibs. Squash, Winter 3 Ib. pkg. 3 Ibs. 12 
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2nd WEEK NORTH-NORTHWEST SELECTIVE FALL CYCLE MENU—prepared by Nena D. Osterud, administrative dietitian, 
(MENUS TO BE USED DURING SEPTEMBER, OCTOBER AND NOVEMBER) King County Hospital System, Seattle 


HOSPITALS, J.A.H.A. 


breakfast ncon night 
Orange Juice or Apple Potato Chowder Chilled Pineapple Juice 
> Sauce Chicken Pie (F) @r Salisbury Steak (S) Swiss Steak (F) or Roast Lamb Shietiior-Grnvy (S) 
S Cracked Wheat Cereal Baked Potato (FS) Mashed Potato : 
2 or Corn Flakes Buttered Wax Beans (FS) or Escalloped Tomatoes Buttered Peas (FS) or Diced Rutabagas : 
c Soft Cooked Egg Prune and Apricot Salad or Relish Plate Stuffed Celery or Beet and Chopped Egg Salad : 
E Grapenut-Orange Caramel Custard (S) Cherry Cobbler or Baked Pear (S) : 
| Muffin or Gelatin Cubes with Whipped Cream and Shredded Cocoanut : 
Grapefruit Juice or Cream of Pea Soup Bouillon | 
Baked (frozen) Baked Hash (F) or Chinese Omelet with Mushroom Sauce (S) Pot Roast—Gravy (S) or Pork Chop—Cinnamon Apple Ring (F) : 
= Rhubarb Chopped Spinach or Carrot Rings Spoon Bread ‘ 
i — | Oatmeal or Perfection Salad—Moyonnaise or Cottage Cheese Salad (S) Buttered Asparagus (S) or Braised Parsnips (F) ° 
44 Ready-to-Eat Wheat Chocolate Blancmange (FS) or Canned Freestone Peach Lettuce Wedge-Chili Dressing or Shredded Carrot-Cabbage Salad ° 
= Flake Cereal Apricot Whip (S) or Tokay Grapes | : 
Poached Egg 
Small Butterhorn Roll 
= Apple Juice or Orange Vegetable Soup Chilled Tomato Juice 
cw Cornmeal or Broiled Ham (F! or Hot Roast Beef Sandwich (S) Braised Short Ribs of Beef (F) or Roast Leg of Veal—Gravy (S) 
> Ready-to-Eat Malt Shoestring Potatoes . Oven Browned Potatoes 
© Flake Cereal Diced Carrots (FS) or Buttered Cauliflower Mashed Squash (FS) or Buttered Green Beans 
. Bacon Curls Cucumber Salad—French Dressing or Devilled Egg Salad—Mayonnaise Fresh Grapefruit-Green Pepper Salad @r Asparagus Tip Salad 
> Pecan Roll Peach Bavarian Cream (FS) or Fresh (frozen) Pineapple Tidbits Louisiana Spice Cake (F) or Canned Peeled Apricots (5) 
Orange Juice or Beef Broth with Noodles Chilled Grape Juice 
Sliced Bananas Acorn Squash Stuffed with Pork Sausage (F Roast Turkey—Gravy or Cubed Steak : 
= Whole Wheat Cereal ~~) — or Broiled Loin Lamb Chop (5) Mashed Potatoes (S) or Turkey Dressing : 
4 or Ready-to-Eat Escalloped Potatoes Buttered Asparagus (FS) er Stewed Tomatoes 
| 5 Wheat Cereal Buttered Peas (FS) or Whole Kernel Corn Chopped. Cabbage—Row Cranberry Salad : 
a = Shirred Egg Molded Carrot-Pineapple Salad—Mayonnaise or Head Lettuce Salad—French Dressing ' 
Cinnamon Roll or Caesar Salad-Caesar Dressing New England Squash Pie with China Ginger Meringue (F) : 
. Floating Island (FS) or Melon or Chocolate Ribbon Ice Cream (S) 
Pineapple Juice or Cream of Asparagus Soup Fruit Cocktail : 3 
Half of Fresh Baked Lima Beans—Cornbread (F) Roast Pork—Gravy (F) or Baked Halibut—Lemon Wedge (5) .s 
> Grapefruit or Hamburger Patty—Buttered Bun (S) Baked Potato : wn 
a, Rolled Wheat Cereal Zucchini Squash (FS) or Julienne Carrots Buttered Beets (FS) or Buttered Wax Beans i= 
= or Ready-to-Eat Pear-Cottage Cheese Salad (FS) or Assorted Relishes Placed Vegetable Salad—French Dressing or Stuffed Celery _o 
—_ Rice Cereal Baked Apples or Orange Tapioca Cream (FS) Lemon Meringue Pudding (FS) or Thompson's Seedless Grapes ; Oo 
Scrambled Eggs : 
Blueberry Muffins 
| 
7 Grapefruit Juice or Barley Broth Bouillon : 5 
> Stewed Prunes Turkey Hash (F) or Scrambled Egg, Bacon Curls (S) _ Braised Sirloin Tips of Beef or Baked Veal Cutlets (FS) : Oo 
a Rice or Buttered Asparagus (FS) or Buttered Crookneck Squash _ Mashed Potato . 
> Shredded Wheat Potato Salad or Mixed Fruit Salad with Fruit Dressing  Seven-Minute Cabbage @r Chopped Spinach (FS) : o 
= Cereal Date Bars (F) or Vanilla Ice Cream (S) Tossed Salad—French Dressing or Celery Hearts coe 
| Soft Cooked Egg White Cake-Caramel Frosting (FS) 
d Pineapple Roll | F or Fresh Apple, Wedge of Sharp Cheese : 
| Orange Juice or Turkey Rice Soup Fish Cocktail : 
—_ Baked Apple Minute Steak (FS) @r Creamed Peas and Shrimp on Toast Prime Rib Roast of Beef au jus (FS) or Roast Loin of Pork : 
Farina or Baked Potato Parsley Buttered Potatoes 
= Wheat Squares Stewed Tomatoes (FS) or Glazed Onion Mashed Hubbard Squash (S) or Buttered Baby Lima Beans (F) : 
: 4 | Shirred Egg Citrus Fruit Salad—french Dressing Lettuce Wedge —1000 Island Dressing or Spiced Crabapple : 
| Honey Rye Muffin or Shredded Carrot and Raisin Salad Strawberry (frozen) Shortcake with Whipped Cream : 
7 Banana Cake or Canned Bartlett Pear (FS) or Vanilla Ice Cream (S) 
: (F)}—Full Diet (S)—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of Pea are to be included with each meal. ; 
7 item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings 
ry ‘BEEF POULTRY 
3 Chuck-eye Roll Fowl (Eviscerated) Grade A, 5 Ib. av. 20 Ibs. + 
(Boneless) U. S. Good 20 Ibs. 60 | Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 60 Ibs. 5 oar Seome 40 Ibs. gol: 
8 Ground Beef U.S. Good, 5 Ib. pkg. 35 Ibs. FRESH FRUITS See 
| Roast, Rib U.S. Choice, 5 in. cut 40 Ibs. 80 | Apples Jonathan, 113s 1 box 20 tbs. 80 
& | Round (Bottom) U. S. Standard 25 Ibs. 100 | Apples Delicious 1 box a ’ Ss. : 
quash, Zucchini Small 20 Ibs. 80.] 
a_| Short Ribs U. S. Good 40 Ibs. 80 | Bananas Ripe 30 Ibs. Sie mendes 6 28 30 Ibs ‘ 
@ | Sirloin Tips U. S. Choice 5 ibs. 20 | Cantaloupe Crate, 45s 1 crate oe : 
Steaks, Cubed US. Choice, 40z.each 15 tbs. 20 | Cranberries 1 Ib. bag 2 Ibs. FROZEN FRUITS 
Steaks, Minute U.S. Choice, 6 oz. each 36 Ibs. 84 | Grapes Tokay, 28 Ib. box 1 box Cherries Sour, pitted, 8 Ib. can 24 Ibs. ; 
| Steak, Swiss US. Good, 4 oz. each 25 Ibs. 100 | Grapes Seedless, 28 Ib. box 1 box Grapefruit Juice Con. 32 0z.can 192 |} 
= LAMB 3 Lemons 1 doz. Orange Juice Con., 32 oz. can é6cons 192]! 
| Chops, Loin U.S. Choice, 60z.each 10 Ibs. 25 | Oranges 176s 1 box Pineapple Tidbits 8 Ibs. : 
“= | Shoulder (B.R.1.) ‘U.S. Good Sibs. 15 | Pears Box, 120s 1 box Rhubarb 8 Ib. can, 5-1 sugar —8 Ibs. : 
oS PORK FRESH VEGETABLES Strawberries Sliced, 8 Ib. can, : 
"E | Bacon (Sliced) 24-26-1 Ib. 6 lbs. 72 | Cabbage Bag 50 Ibs. 5-1 sugar 16 Ibs. 1: 
© | Chops, Loin Grade A,40z. each 20 tbs. 80 | Carrots Topped, bag 50 Ibs. FROZEN VEGETABLES : 
S | Ham (Pullman) Ready-to-eat 30 Ibs. 90 | Celery Pascal, 30s 1 box Asparagus Cuts, 2% Ib. pkg. 22% Ibs. 195] $ 
= Loin (Boneless) Grade A, 10-12 tbs. 40 tbs. 120 | Cucumbers % doz. Beans, Green Julienne, 242 Ib. pkg. 2% lbs. 15] ¢ 
E Sausage (Bulk) Lean 25 Ibs. 100 | Lettuce Head, 48s 2 crates Beans, Lima Small, green, ; 
VEAL Mushrooms 2 Ibs. 24 Ib. pkg, 1S ibs. 90] 
$ Cutlets U.S. Good, 4 oz. each 20 Ibs. 80 | Onions, Dry Yellow, bag 50 Ibs. Beans, Wax Cuts, 24 Ib. pkg. 17% Ibs. 105 | } 
F Leg (B.R.T) U. S. Good 10 tbs. 30 | Onions, Green Bunch Y doz. Cauliflower Buds, 2% Ib. pkg. 2% Ibs. 15] 3 
z FISH Parsley Bunch 1 doz. Peas 2% Ib. pkg. 17% tbs. 105 | ¢ 
Halibut Steaks, 5 oz. each 10 Ibs. 30 | Parsnips 15 Ibs. 75 | Spinach Chopped, 2 Ib. pkg. 30 Ibs. 180] $ 
Shrimp 26-28-1 Ib. 5 ibs. 25 | Peppers, Green 1 doz. Squash, Winter 3 Ib. pkg. 20 Ibs. 80] ¢ 
: 
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Save money! No costly ingredients to prepare... 
no waste ... no guesswork! Each Chef product is 
a complete formula, prepared by chefs for chefs in 
the institution, hotel and restaurant fields. All 


SPAGHETT! MEATLESS 


SAUCE 


MEAT 


Have you tried these 
shortcuts to 
popular low-cost meals? 


designed for convenient, economical mass feeding. 
Save time! Ravioli, Sauces, all fine Chef products . 
come ready to serve—make appealing meals in min- 
utes. Always popular . . . so serve them regularly! 


SPAGHETT! 


SAUCE 


With MUSHROOMS 


Yield per #10 can: 14 servings Yield per #10 can: 21 servings. Cost per serving: 6¢ 
Cost <gohapeiareae 10¢ to 1l¢ Chef Sauce is a brown sauce base found only in the better sauces. 
Chef Ravioli is a complete main | with tomato, beef (or mushrooms), Perfect on spaghetti, rice, meats, 
dish: tender macaroni po filled and special Italian seasonings... vegetables—-or as the base for 
with. pure beef, cooked in a rich has the desired clinging quality chefs’ own formulas. 


Italian-style meat-tomato sauce. 


Serve Chef for menu variety _ ° Ravioli 


Available from your institution wholesale dis- 
tributors. 

Write today for product folder, cost portion 
chart which gives yield per can and cost per 
serving. Free samples available, too. Please 
specify product. 


e Spaghetti and Meat Balls 


e Spaghetti Sauce with Meat or 
Mushrooms 


e Spaghetti with Tomato Sauce 
and Cheese 


e Sauce with Meat Balls 
e Chili Con Carne with Beans 
e Meat Balls with Gravy 


Institution Products 
*Made in the Chef Boy-Ar-Dee® kitchens of 


AMERICAN HOME FOODS 


Division of American Home Products Corporation, 22 East 40th Street, New York City 
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3rd WEEK NORTH-NORTHWEST SELECTIVE FALL CYCLE MENU—prepared by Nena D. Osterud, administrative dietitian, 


(MENUS TO BE USED DURING SEPTEMBER, OCTOBER AND NOVEMBER) 


King County Hospital System, Seattle 


breakfast 


noon 


night 


thursday | 


friday 


Tomato Juice or 
Grapefruit Sections 
Whole Wheat Cereal 
or Puffed Rice Cereal 
Scrambled Eggs 
Cinnamon Roll 


Mulligatawny Soup 
Chinese Fried Rice (F) or Broiled Lamb Shoulder Chop (S) 
Escalloped Potatoes au Gratin 
Buttered Peas (FS) or Julienne Carrots 
Pineapple-Date Salad—Fruit Dressing 
or Tomato-Cucumber Salad—french Dressing 
Sugar Cookies (FS) or Tokay Grapes 


Chilled Pineapple Juice 

Baked- Ham—Watermelon Pickle (F) or Veal Loaf (S) 
Potato Puff 

Braised Parsnips or Buttered Green Beans (FS) 

Cole Slaw or Assorted Relishes 

Apple Pan Dowdy or Canned Freestone Peaches (S) 


Apple Juice or Orange | 

Cornmeal or 
Ready-to-Eat Wheat 
Cereal 

Soft Cooked Egg 

Filled Coffee Cake 


Corn Chowder 

Denver Sandwich (F) or Chipped Steak (S) 

Baked Potato 

Buttered Asparagus or Diced Beets (FS) 

Tossed Salad—French Dressing or Waldorf Salad 
Gingerbread with Whipped Cream or Baked Pear (S) 


Half Fresh Grapefruit, Marachino Garnish 

Stuffed Pork Chop (F) or Roast Round of Beef—Gravy (S) 
Riced Potatoes 

Baked Acorn Squash (FS) or Broccoli 


Spiced Peach, Celery Curl or Beet and Chopped Egg Salad, French Dressing 


Steamed Pudding—Hard Sauce (F) or Canned Bing Cherries (S) 


Orange Juice or 
Applesauce 
Oatmeal or 
Corn Flakes 
Poached Egg 
Small Butterhorn Roll 


French Onion Soup—Parmesan Rye Croutons 

Shepherd's Pie (F) or Pot Roast of Beef (S) 

Mashed Potato 

Wax Beans or Chopped Spinach (FS) 

Pear and Grated Pineapple Salad—Fruit Dressing 
or Molded Tomato Salad—Mayonnaise 

Baked Custard (S) or Fresh Grapes 


Fruit Cocktail 
Mexican Steak (F) or Roast Pork—Gravy (S) 
Parslied Potatoes 
Escalloped Corn or Buttered Peas (FS) 
Lettuce Wedge—Russian Dressing 

or Asparagus Salad—French Dressing 


Apricot Upside-down Cake with Whipped Cream or Vanilla Ice Cream (5) 


Loganberry Juice or 
Half Fresh Grapefruit 
Farina or 
Bran Flake Cereal 
Shirred Egg 
Date Muffins 


Cream of Potato Soup 

Hungarian Goulash (F) @r Scrambled Eggs (S) Bacon Curls (5) 

Ala (wheat flour potato substitute) 

Parslied Carrots (FS) or Buttered Green Beans 

Cooked Vegetable Salad—french Dressing @r Assorted Relishes 
Spanish Cream with Custard Sauce (FS) or Canned Peeled Apricots 


Roast Veal Shoulder—Gravy or Salmon Steaks—Lemon Wedge /FS) 


Baked Potatoes 
Savory Beets (FS) or Zucchini Squash 
Cabbage, Red Apple Salad or Spiced Pear 


Lemon Meringue Pie (F) or Lemon Meringue Pudding (S) or Melon 


Grapefruit Juice 
or Stewed Prunes 
Whole Wheat Cereal 
or Ready-to-Eat Malt 
Flake Cereal 
Soft Cooked Egg 
Pineapple Roll 


Chilled Tomato Juice 

Welsh Rarebit on Toast (FS) er Oyster Stew 

Shoestring Potatoes 

Buttered Asparagus or Buttered Wax Beans (FS) 

Devilled Egg Salad (FS) or Grapefruit, Orange Salad, French Dressing 
Baked Apple or Vanilla Pudding (FS) 


Chilled Apple Juice 

New England Codfish Cakes 

Egg Sauce or Pot Roast of Beef—Gravy (FS) 
Oven-Browned Potatoes 

Chopped Spinach (FS) or Succotash 

Head Lettuce Salad—Chili Dressing or Relish Plate 
Devil's Food Cake (FS) or Thompson's Seedless Grapes 


Prune Juice or 
Sliced Orange 
Rolled Wheat Cereal 
or Ready-to-Eat 

Wheat Flake 
Cereal 
Scrapple with Maple 

Syrup (F) 
Soft Cooked Egg 


Mongol Soup 

Creamed Turkey on Toast (FS) or Salisbury Steak 
Baked Potato 

Buttered Peas or Diced Carrots (FS) 

Chive, Cottage Cheese Salad @r Rosy Apple Salad 
Butterscotch Pudding (FS) or Canned Freestone Peaches 


Chilled Fomato Juice 


Corned Beef, Mustard Sauce or Roast Leg of Lamb—Grovy (FS) 


Steamed Potatoes 

Cabbage Wedges or Buttered Wax Beans (FS) 

Tossed Green Salad, French Dressing or Stuffed Celery 
Spice Cake or Canned Bartlett Pear (S) 


Grapefruit Juice or 
Sliced Banana 
Cracked Wheat Cereal 
or Ready-to-Eat 
Rice Cereal 
Shirred Egg 
Broiled Canadian Bacon 


Bouillon 
Broiled Ham Steak, Pineapple Sauce (F) 
or Cold Sliced Breast of Turkey—Cranberry Jelly (5) 
Baked Sweet Potatoes (SF) 
Cream Style Corn or Buttered Green Beans (FS) 
Stuffed Prune Salad—Mayonnaise or Asparagus Salad, French Dressing 
French Apple Pie (F) or Vanilla Ice Cream (5) 


(F)—Full Diet (S)}—Soft Diet 


(FS)—Full and Soft Diet 


Melon Ball Cocktail 


Broiled Steak, Parsley Lemon Butter (FS) or Ham and Veal Loaf 


Baked Potatoes 

Buttered Lima Beans or Escalloped Tomatoes (FS) 
Caesar Salad, Caesar Dressing or Relish Plate 
Lime Bisque (FS) or Tokay Grapes 


Bread, butter and a choice of beverages are to be included with each meal. 


adn 


PLEASE CUT OUT ALONG THIS LINE 


_.| Item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings 
BEEF POULTRY | 
utt, Bottom (B.K.1. . 5. Goo DS. 
| Ground Beef U.S. Good, 5 Ib. pkg. Ibs. FRESH FRUITS Bunch 
| Round (Top, Boneless) U. S. Good 20 Ibs. 60 | Apples Jonathan, 113s 1 box 
w | Steaks, Chipped U.S. Good, 4 oz. each 10 Ibs. 40 | Bananas Ripe 30 Ibs. ked (5 x 6) 30 
= Steaks, Cubed U.S. Choice, 40z. each 25 Ibs. 100 | Grapefruit Seedless, 70s 1 box 
| Steaks, Sirloin Butt U.S. Choice, 5 oz. each 30 Ibs. 90 | Grapes Tokay, 28 lb. box box FROZEN FRUITS 
“| Stew U. S. Good 20 Ibs. 80 | Grapes Seedless, 28 Ib. box 1 box Apples 8 Ib. can, sliced, 32 Ibs. 
Fy LAME Lemons 1 doz. 5-1 sugar 
«Chops, Shoulder Good, 50z.each 10 Ibs. 30 Grapefruit Juice Con. 32 oz. can cans 
Ground, Shoulder S. Good 20 Ibs. 80 Orange Juice Con., 32 oz.can 6 cans 
Pears Box, 120s box 
s | Leg (B.R.T.) U.S. Choice, yearling 25 lbs. 75 | FROZEN VEGETABLES | 
=z | PORK FRESH VEGETABLES Asparagus Cuts, 2% Ib. pkg. Sibs. 30 
© | Bacon, Canadian 20 Ibs. 80 | Cabbage ae 50 Ibs. Beans, Green Cuts, 24 Ib. pkg. ~—'174 Is. 105 
@ | Bacon (Sliced) 24-26-1 Ib. 6 lbs. 72 | Carrots Topped, bag 50 Ibs. Beans, Green Julienne, 2 Ib. pkg. 15 lbs. 90 
= | Chops, Loin Grade A, 4 oz. each 20 tbs. 80 | Celery Pascal, 30s. 2 crates Beans, Lima Small, green, 
| Ham (Pullman) Ready-to-eat 50 Ibs. 160 | Cucumbers doz. 21 Ib. pkg. Ibs. 15 
~ | Loin (Boneless) Grade A, 10-12 Ibs. 10 tbs. 30 | Lettuce Head, 48s 2 crates Beans, Wax Cuts, 2% Ib. pkg. 32% Ibs. 195 
® | VEAL Onions, Dry Yellow, bag 50 Ibs. Broccoli Stems and buds, 
Shoulder (Boneless) Good 20 Ibs. 80 | Onions, Green Bunch Y doz. Ib. pkg. 2% Ibs. 15 
z | FISH | Parsley Bunch 1 doz. Peas 2% Ib. pkg. 32% Ibs. 195 
Oysters Select 1 pint Parsnips 5 Ibs. Spinach Chopped, 2’ Ib. pkg. 30 Ibs. 180 
| Salmon Red, steaks, 5 oz. each 30 Ibs. 90 | Peppers, Green Medium-size 1 doz. Succotash 2% Ib. pkg. 2% Ibs. 15 


See ee 
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PATIENT'S REACTION to his hos- 
is the result of 
the professional medical treatment 
he has received, the nursing care 
given him, the orderliness and 
sanitation of the hospital, the food 
he has eaten, and the services he 
has received during his hospital 
stay. 
veloped a favorable or unfavorable 
impression of his environment. 
The housekeeping department 
provides a major contribution to 
the hospital environment and to 
creating the general impression 
the patient has of the care he has 
received. Good housekeeping 
vital to a hospital in providing the 
necessary environment for 1 
over-all patient care program. 
Too often we .are inclined to 
consider management of any func- 
tion in terms of cost alone. This 
criterion is, of course, an important 
one in a housekeeping program, 
and we: continually analyze our 
activities to find better ways of 
performing more work in less time 
in order to apply the time saved 
to more area or to improved clean- 
liness in a _ given area. Better 
equipment, improved work tech- 
niques, trained personnel, work 
rate standards,-new procedures— 
all contribute to save time and 
materials which lower over-all 
housekeeping costs. 
In addition to its cost, however, 


Charles F. Kilpatrick is chief of the 
housekeeping section, Department of Med- 
icine and Surgery, Veterans Administra- 
tion Central Office, Washington, D.C. (The 
ideas expressed in the article are those 
of the author and do not necessarily ex- 
press the official position of the Veterans 
Administration.) 
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In other words, he has de-_ 


is 


its 


the housekeeper’s 
link with 


patient care 


by CHARLES F. KILPATRICK 


By helping to provide a sanitary 
and attractive environment, the house- 
keeping department makes an im- 
portant contribution to patient care, 
the author states. He also discusses 
specific aspects of the housekeeper’s 
role in patient care and concludes with 
seven suggestions for its effective func- 


tioning. 


we should consider another criteri- 
on of good- housekeeping—how 
management of the housekeeping 
department may contribute to good 
patient care. 

We know that the purpose of 
housekeeping in our hospitals is to 
provide a sanitary environment for 
the patients. Sanitation goes hand- 
in-hand with acceptable standards 
of professional care, and every pa- 
tient has the right to a sanitary 
environment. | 

Regardless of the degree of ill- 
ness of a patient, the: sanitation 
of all areas inhabited by patients 
must be maintained: This requires 
constant cleaning to conform to ac- 
ceptable sanitation standards. It 
is the responsibility of housekeep- 
ing to provide this constant main- 
tenance. 

Since illness of patients is not 
confined to a 40-hour week or to 
an 8-hour day, hospitals must pro- 
vide professional medical and 
nursing care for 7 days per week 
and 24 hours per day. Housekeep- 
ing departments, although not 
usually providing 24-hour per day 


service (they operate 16 hours a 


day generally), must provide 7- 
day per week service. 


The patient, however, has a 


| 


4 


right to expect more than just a 
sanitary environment. He has the 
right to expect the minimum of 
disturbance by people who provide 
that environment. The patient is 
entitled to be as comfortable as 
possible in his environment dur- 
ing his hospitalization. The un- 
pleasant clatter of a spilled mop 
pail, a noisy vacuum cleaner, a 
loud discussion by the housekeeper 
outside the door, an interruption 
of his sleep by the cleaning maid 
—all of this can disturb an indi- 
vidual more when he is a patient 
than when he is well. 
Manufacturers of hospital equip- 
ment have recognized the need for 
a quiet environment for the pa- 
tient as an important factor con- 
tributing to his recovery. Mop 
buckets are provided with rubber 
bumpers, rubber. tired casters, 
and rubber-covered bails; vacuum 
cleaners and other mechanical 
equipment have been insulated to 
reduce operational noise. The 
housekeeper, in-turn, must recog- 
nize the responsibility of house- 
keeping personnel to provide a 
quiet environment for the patient. 


RELATIONSHIP WITH OTHERS 


All of us do our best work when 
we are happy in our environment 
and enjoy pleasant relationships 
with those with whom we associate 
daily. Of course, it is not reason- 
able to expect everyone to agree 
with all of our viewpoints, and 
there will be differences of opinion 
among those with whom we work. 
This should not, however, be a bar- 
rier to friendly relationships and 
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be 


a cooperative effort toward the 
common goal of providing the best 
patient care. 

There are times when thought- 


less patients, hospital personnel, or 


the public may appear to be un- 
reasonable in some of their actions 
and requests. They may even seem 
to be rude or discourteous, and at 
such times the housekeeper must 
show himself to be an understand- 
ing and important member of the 
hospital staff. Good management of 
the housekeeping department will 
emphasize the importance of the 
relationship of this department 
with others in the hospital. 
Patients are easily disturbed be- 
cause of the strange environment 
of the hospital. The housekeeper 
who bumps the bed of a patient 
in traction, or who discusses an 
uncle whose illness was similar to 
that of the patient (and who died 
in that particular bed) does not 
add to the comfort of the patient. 
Housekeeping personnel must be 
trained to carry out their relations 
with patients and others in a man- 


ner conducive to providing a good 


environment. 

Most of the operations of the 
housekeeping department can be 
performed with the least disturb- 
ance to the patient, the least in- 
terruption of the medical care 
program, and to the greatest ad- 
vantage to the housekeeping pro- 
gram through proper management. 
It is the responsibility of the chief 
housekeeper to provide each em- 
ployee with daily, weekly, and 


». monthly outlines of activities to 


be performed which are scheduled 
to the least interruption to the 


medical care activities. 


SEVEN SUGGESTIONS 


Before a housekeeping depart-. 


ment can function effectively, there 
must be: 

1. A plan for the tasks that need 
to be done. This requires a survey 
of the areas to be covered, the 
sanitary needs of the hospital, the 
responsibilities of the housekeep- 
ing department, the types of oper- 
ations to be used in accomplishing 
the tasks, the frequency with 
which they are performed, the 
time it will take to complete 
the operation, and the inspection 
of the tasks to assure that they 
have been performed to the level 


‘of proper sanitation. 
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2. A method of performing the 
tasks. The planned and orderly 
approach to performing a task is 
always superior to the unplanned 
“do it as you can” approach. The 
latter results only in confusion— 
confusion for the worker, and con- 
fusion for those with whom he 
comes in contact. The method not 
only insures uniformity of opera- 
tion but also saves in man-hours 
through elimination of the trial 
and error system. These savings 
can be applied to covering more 
area. The method of performing 
each task should be written and 
employees. should all have a copy. 

3. Allocation of work load in ac- 
cordance with realistic work-rate 
standards. There must be a fair 
division of work to be performed 
and supervisors must know how 
much work can be accomplished in 
a given time for each operation. 
Work schedules must re- 
viewed periodically and old sched- 
ules revised due to increased effi- 
ciency in performance through the 
adoption of methods or changing 
conditions in a given area. Alloca- 
tion of work to be performed 
should be specific. 

4. Establishment of time stand- 
ards. Time standards for perform- 
ing separate operations must be 
fair and allow for all of the con- 
ditions that may be encountered in 
performing the task. They must 
allow for the level of sanitation 


desired, the type of floor and wall — 


surfaces for a given area, the con- 
gestion resulting from heavy traffic 
and obstacles to cleaning caused 
by furniture in administrative 
areas. Each area must be consid- 
ered individually. 

5. Clear and concise instruc- 
tions. Written instructions are most 
important. Not only written in- 
structions on the method of per- 
forming the task, but also the 
area to be covered and the time 
allowed for doing it. This is an 
important element in making the 
schedule for the individual worker 
and in scheduling the over-all 
activities of the housekeeping 
department. Individual schedules 
should be posted in the area, and 
should be followed by the worker 
or his alternate when he is ill 
or on leave. 

6. Follow-up (supervision). The 
success of the housekeeping de- 


partment depends on the level of» 


supervision given. The supervisor 
must have supervisory ability and 
training before the program can 
succeed. There must be an inspec- 
tion of the areas, and corrective 
action taken where the level of 
work does not meet the sanitation 
standards. The use of the check-off 
list in supervision is very impor- . 
tant, to insure that (1) the area 
is completely covered, and (2) 
both the supervisor and the work- 
er know the _ specific operation 
which needs corrective action. In 
addition to the follow-up by the 
supervisor, there is also manage- 
ment inspection, supervision and 
corrective action at the supervisory 


level. Good supervision doesn’t 


‘Just happen’’; it is the result of 
training, inspection, and corrective 
action at the time it is needed. 

7. Equipment. Modern house- 
keeping is dependent on modern 
equipment. The labor cost is com- 
monly estimated at 95 per cent 
of the cost of the housekeeping. 
operation. With the development 
of modern machine methods and 
the use of labor-saving equipment, 
the housekeeping department has 


been able to accomplish more 


tasks, and has been able to per- 
form them better. The use _ of 
labor-saving machines has made’ 
the tasks easier for housekeeping. 
personnel and has improved the 
morale of the worker, for he is 
now a specialist in his field. 


FULL INSTRUCTIONS HELP 


An employee who knows where 
he is to perform the housekeeping 
operation, how he is going to per- 
form it, and how long it will take 
to complete it—and has the equip- 
ment and supplies with him to 
perform that task—can not only 
perform the task better and quick- 
er, but with the least confusion 
to patients, professional medical 
and nursing personnel, and visitors 
in the area. : 

The employee who cleans a pa- 
tient’s room will not only clean 
the floor and dust, but will also 
perform all cleaning operations, 
with the least disturbance of the 
patients and others in the area. 
Good management of the house- 
keeping department does affect 
good patient care, and only through 
good management can the depart- 
ment perform the tasks effec- 
tively. 
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ROBERT S. STEVENSON 


“At Allis-Chalmers we believe that we can do 
our fellow-employees no greater favor than to 
recommend that they invest in a ‘nest-egg’ fund 


of U.S. Savings Bonds. 


“While this program has been going on for 
many years—made easy through the Payroll 
Savings Plan—we recently offered all Allis- 
Chalmers people a chance to review their 
individual bond purchasing schedules and to 
bring them up to date. 


“As a result, more than 52% of the total 


Portrait by Fabian Bachrach 


Allis-Chalmers organization of about 40,000 
people are buying U.S. Savings Bonds at a rate 
of approximately $6,000,000 a year.” 


ROBERT S. STEVENSON, President 
Allis-Chalmers Manufacturing Company 


Start your employees on the path of future financial security 
through automatic savings in the new and improved Series E 
Savings Bonds. It’s simplicity itself. Just contact your State 
Director, U.S. Savings Bonds Division. He'll provide all the 
material and assistance you need to install a Payroll Savings 
Plan or build enrollment in one already existing. Look him up 
in the phone book or write for full information to the U.S. Sav- 
ings Bonds Division, Treasury Department, Washington, D.C. 


The United States Government does not pay for this advertising. The Treasury Department 
thanks, for their patriotic donation, the Advertising Council and 


TODAY—PAYROLL SAVINGS ENROLLMENT 1S AT A NEW PEACETIME PEAK! 
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book reviews 


3d edition of MacEachern text 


HOSPITAL ORGANIZATION AND MANAGE- 
MENT. Malcolm T. MacEachern. 3d 
ed. Chicago, Physicians’ Record 
Company, 1957. 1316 pp. $18.75. 


The publication of the third edi- 
tion has been eagerly awaited by 
hospital administrators and allied 
professional interests. It is now 
available in familiar format in- 
cluding the late Dr. MacEachern’s 
personal revisions and those of his 
many collaborators. 

In changing the second edition, 
Dr. MacEachern added new mate- 
rial, revised old material, consid- 
erably expanded the bibliogra- 
phies, and articulated the total 
subject matter under new and 
better headings. The only addition 
of chapter status is on the subject 
of hospital accreditation. Other 
additions include such_ subjects 
as: national intern-matching plan, 
medical audit, physical medicine 
and rehabilitation, the division of 
general practice, chiropody serv- 
ice, radioactive isotopes, standard 
nomenclature, insurance and con- 
trol of fire and explosion hazards. 
Certain chapters, such as the nurs- 
ing department, were considerably 
updated under standard sub-titles. 

The total impact of the above did 
not appreciably alter the character 
of the book. The subject matter, 
still essentially dogmatic, draws 
freely upon years of rich and var- 
ied experience. Frequent reference 
is made to the official pronounce- 
ments of associations and societies. 
The book has genuine orientation 


value to men learning hospital ad-- 


ministration as apprentices and to 
beginning students in hospital ad- 
ministration eager to learn the 
anatomy of the hospital. For these 
and similar groups, it is a basic 
text. 

The content, as the above im- 
plies, is seldom interpretive or 
analytical. Many complex topics 
are treated sparingly, such as: in- 
dices of quality, rate making, re- 
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search and financing hospital care. 
Some of this is due, of cqurse, to 
the ambitious scope of the book. 
There is real danger, however, that 
some of these and other topics will 
be uncritically digested despite Dr. 
MacEachern’s cautionary comment 
in the preface to the effect that 
the prescriptions must be tailored 
to local circumstances. 

Some chart and form material 
was dropped from the second edi- 
tion, but an excessive amount re- 
mains. The high price of the book 
could have been materially re- 
duced by excluding highly detailed 
material (ready-made surgical 
dressings) and material quoted in 
total readily available under sepa- 
rate cover (and subject to frequent 
change). 

As the distillate of a distin- 
guished career, the new edition 
should be added to the administra- 
tor’s library and read with respect. 
Perhaps soon, this volume will be 
joined by one dealing with causes 
and the “‘whys’.—WaLTER J. Mc- 
NERNEY, director, Program in Hos- 
pital Administration, University of 
Michigan, Ann Arbor, Mich. 


Constitution and bylaw guide 


MopeEL CONSTITUTION AND BYLAWS FOR 
A VOLUNTARY HOSPITAL. American 
Hospital Association. Chicago, the 
Association, 1957. 22 pp. 75 cents. 


This guide represents a revision, 
with important changes, of the 
Model Constitution and BwWaws 
approved by the American Hospi- 
tal Association in 1944 and revised 
in 1947. The section on model by- 
laws for medical staffs has not been 
included in this 1957 edition since 
the Principles for Establishing 
Medical Staff Bylaws, Rules and 
Regulations developed by the Joint 
Commission on Accreditation of 
Hospitals has become the generally 
accepted guide for organization of 
the medical staff within the hos- 
pital. This Model Constitution and 


constitution and bylaw guide 
NLN exchange series 
recent additions to AHA library 


Bylaws for a Voluntary Hospital 
is designed for use in conjunction 
with the Joint Commission’s sug- 
gestions for medical] staff organiza- 
tion. 

The booklet is offered only as. 
a guide to help in developing the 
organization within the _ hospital 
that will best suit local needs and 
purposes. Each hospital’s constitu- 
tion and bylaws must be developed 
to suit its particular aims and 
needs. 


NLN exchange series 


The League Exchange series is 
published by the National League 
for Nursing as a way of making 
available useful materials in nurs- 
ing that might not otherwise be 
published. Publication in _ this 
series does not constitute official 
endorsement by the National 
League for Nursing. A complete 
list of titles in this series and the 
publications mentioned here are 
available from the National League 
for Nursing, 2 Park Ave., New 
York City. 

The following § are 
from this series: 


selections 


No. 7 THE OUTPATIENT DEPARTMENT: 
Its EDUCATIONAL OPPORTUNITIES. 
Esther Glad and Joan Teckman, 
1955. 75 cents. An experiment in 
health teaching in an allergy clinic 
of an outpatient department, con- 
ducted by two students in the basic 
professional program leading to a 
masters degree in nursing. 


No. 10 THE TRAINING FUNCTIONS IN 
NURSING SERVICE. Phyllis M. 
Loucks, R.N., 1956. $1.50. Masters 
thesis, George Washington Univer- 
sity, 1955. Gives history and phi- 
losophy of inservice training, anal- 
yses needs, presents various types 
of training programs and includes, 
in addition to useful recommenda- 
tions, a reading list in the field. 


No. 11 INSERVICE EDUCATION DEPART-— 
MENT, UNIVERSITY OF UTOPIA HOS- 
PITAL. 1956. $1.25. Report of a class 
project at the University of Min- 
nesota School of Nursing, in which 
a group of graduate nurses plan an 
inservice program for a mythical 
hospital, illustrating a_ practical 
method for introducing inservice 
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An important series of studies on chronic illness in the United States 
from the Commission on Chronic Illness 


PREVENTION OF CHRONIC ILLNESS 
VOLUME I 

In 1950 there were an estimated 28 million Americans suffering from chronic diseases and 
impairments. There is no reason to believe this number is decreasing, yet clinic and public 
health practices continue to lag behind in utilizing existing knowledge about prevention. How 
can the concept of prevention be instilled in students of medicine, nursing, social work, and 
related fields? What organizational patterns will be most effective for the administration of 
preventive programs? How can the public be moved to support preventive measures? This 
illuminating book provides a full discussion of these questions, as well as of the known pre- 


ventive measures of major diseases and impairments. $6.00 


CARE OF THE LONG-TERM PATIENT 

VOLUME II 
Here is a complete discussion of the problems of caring for the chronically ill: rehabilitation 
—at home and in the institution, training personnel, coordination and integrating services, prob- 
lems of research and of finance. This comprehensive study makes use of all available material 
in examining existing methods of providing care, and exploring and formulating new methods 


and principles. $8.50 
To be published soon — 

Volume Ill: Chronic Illness in a Rural Area 

Volume IV: Chronic Illness in a Large City 
ORGANIZED HOME HEALTH AND MEDICAL 
MEDICAL CARE IN 7 CARE IN NEW YORK CITY 
NEW YORK CITY | A Report by the Committee for the Special Re- 
A STUDY OF NINETEEN PROGRAMS search Project in the Health Insurance Plan of 


By The Hospital Council of Greater New York. eater New York. Compares the medical tare 


This is the most extensive study of organized 
home medical care programs published to date, 
and the only one that examines such programs ence of comparable families in New York City 


ance Plan of Greater New York with the -experi- 


from 
the point of view of the patient and his who were not enrolled in the plan. “Represents 


family, as well as of those rendering services to 
the patient. Its analysis of existing programs and 
suggested standards for new programs are more 
detailed and concrete than any previously pub- - 
lished. $8.00 M.D., in his foreword to this book. $7.50 


a substantial addition to our meager body of 


ning of public health services.”.-—-THOMAS PARRAN, 


COMMONWEALTH FUND BOOKS published by HARVARD UNIVERSITY PRESS 
79 Garden Street, Cambridge 38, Massachusetts 


experience of the enrollees in the Health Insur-. 


knowledge and thereby contributes to the plan- 
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education to the hospital nursing 
service personnel. 

No. 12 NurRsSING ASPECTS IN REHABILI- 
TATION AND CARE OF THE CHRONI- 
CALLY ILL. Elizabeth C. Phillips, 
R.N., 1956. $1. Four papers on 
modern concepts of nursing care 
for the chronically ill and the aged. 


No. 15 A StTuDY OF PRACTICES IN 
ORIENTING STAFF NurRsEs. Myrtle 
O’Boyle, R.N., 1956. $1.50. Masters 
thesis, University of Washington, 
1953. Report of a study. of the re- 
actions of recently employed (one 
year) staff nurses in several hos- 
pitals of a community—the orien- 
tation they received or did not 
receive. This can serve, with the 
checklist that was used for the in- 


terviews, as a guide to a hospital 


nursing service planning an orien- 
tation program. 


No. 17 THE DEVELOPMENT OF A GUID- 
ANCE PROGRAM IN ST. Mary’s 


SCHOOL OF NURSING, MILWAUKEE, 
WISCONSIN. 1956. 75 cents. Thor- 
oughly detailed report of progress 
in an attempt to coordinate all the 
guidance activities in a _ hospital 
school of nursing. 


Recent additions to American Hospital Association library 


APPROVED SCHOOLS FOR MEDICAL TECH- 
NOLOGISTS, X-RAY TECHNICIANS, 
PHYSICAL THERAPISTS, OCCUPATION- 
AL THERAPISTS, MEDICAL RECORD 
LIBRARIANS AND MEDICAL RECORD 
TECHNICIANS. American Medical 
Association. Council on Medical 
Education and Hospitals. Chicago, 
1956. 

Basic READINGS IN SOCIAL SECURITY; 


161 West Harrison Street 


Now Available... 


3rd Revised Edition 


Mace Eacherns 
Hospital Organization 
and Management 


One of the Most Important Books 
ever published for the hospital field 


1,358 PAGES 60 ADDENDA 
¢ 22 CHAPTERS ¢ 27 INSERT PLATES 


50-PAGE INDEX 
¢ 1,266 TEXT PAGES ° 
© 22 ORGANIZATIONAL AND JOB-FUNCTION CHARTS 


IMMEDIATE DELIVERY 518-75. 


Postage Paid (in U. S. only) if remittance accompanies order. 


ORDER FROM 


PHYSICIANS’ RECORD COMPANY 


42 PRELIMINARY PAGES 
191 TEXT ILLUSTRATIONS 


COPY 


CHICAGO 55, ILLINOIS 
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SOCIAL WELFARE—SOCIAL INSUR- 
ANCE. U.S. Social Security Admin- 
istration. Washington, Government 
Printing Office, 1957. 144 p. 50 
cents. 

BATTLEGROUND U.S.A.; AN OPERATIONS 
PLAN FOR THE CIVIL DEFENSE OF A 
METROPOLITAN TARGET AREA. U. S. 
Federal Civil Defense Administra- 
tion. Washington, Government 
Printing Office, 1957. 117 p. 

THE ECONOMIC STATUS OF THE AGED. 
Peter Otto Steiner and Robert 
Dorfman. Berkeley, University of 
California Press, 1957. 296 p. $5. 

GETTING READY FOR PARENTHOOD; A. 
MANUAL FOR EXPECTANT MOTHERS 
AND FATHERS. Mario A. Castallo. 
New York, Macmillan, 1957. 192 p. 
$3.95. 

Givinc—vU.S.A.; A COMPILATION OF 
FACTS RELATED TO AMERICAN PHI-_ 
LANTHROPY. American Association 
of Fund-Raising Counsel, Inc. New 
York, 1957. 40 p. 

A HANDBOOK ON HORTICULTURAL THER- 
APY. Genevieve J. Jonas. East Lan- 
sing, Mich., Federal Garden Clubs 
of Michigan, Inc., 1955. 28 p. $1. 

How TO USE AUDIO-VISUAL MATERI- 
ALS. John W. Bachman, New York, 
Association Press, 1956. 60 p. $1. 

IMPROVING MANAGERIAL PERFORMANCE. 
American Management Association. 
New York, 1957. 70 p. $1.75. 

MAKING POSTERS, FLASHCARDS, AND 
CHARTS FOR EXTENSION TEACHING. 
Gertrude L. Power. Washington, 
Government Printing Office, 1956. 
18 p. 15 cents. 

MATERNAL CARE AND MENTAL HEALTH. 
John Bowlby. Geneva, World 
~ iam Organization, 1952. 194 p. 
2 


PREPARING THE COMPANY ORGANIZA- 
TION MANUAL. National Industrial 
Conference Board. New York, 1957. 
88 p. $2.50. 

THE PRIVATE Duty NuRSE: HER ROLE 
IN THE HOSPITAL ENVIRONMENT OF 
WASHINGTON, D.C., Shirley S. Pum- 
roy and Barbara J. Suttell. Pitts- 
burgh, American Institute for Re- 
search, 1956. $2. 

A PSYCHIATRIC GLOSSARY. American 
Psychiatric Association. New York, 
Mental Health Materials Center, 
1957. 48 p. $1. 

PSYCHIATRIC NURSING. Ruth V. Ma- 
theney and Mary Topalis. 2d ed. 
St. Louis, Mosby, 1957. 259 p. $3.50. 

16 AMERICAN HEALTH HEROES. Metro- 
politan Life Insurance Company. 
'New York, 1955. 75 p. Free. 

STAPHYLOCOCCAL INFECTIONS: A SYM- 
POSIUM. New York Academy of 
Science. New York, 1956. 189 p. 
$4.50. 

REGULATIONS AND STANDARDS’ FOR 
HOMES FOR AGED OR INFIRM. Ne- 
braska. State Dept. of Health. Lin- 
coln, 1957. 20 p. 

STANDARDS FOR MAINTENANCE AND Op- 
ERATION OF COUNTY HOMEs, IN- 
FIRMARIES, GENERAL HOSPITALS AND 
PuBLIC MEDICAL INSTITUTIONS. Wis- 
consin State Department of Pub- 
lic Welfare, Madison, 1953. 24 p. 
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hersennel changes 


@® PAUL C. BALCOM has been ap- 
pointed assistant administrator at 
Franklin Square Hospital, Balti- 
more. Mr. Balcom recently com- 
pleted his administrative residency 
at the Johns Hopkins Hospital, 
Baltimore, and is a graduate of 
the University of Minnesota pro- 
gram in hospital administration. 


@ HARRY BONGERS has been ap- 
pointed manager of Pioneer Me- 
morial Hospital, Heppner, Ore. He 
was formerly assistant manager of 
The Dalles (Ore.) General Hos- 
pital. 


@® KENNETH W. Brown, M.D., has 
*' been appointed to the combined 
position of manager and director 
of professional services at the 
Veterans Administration Hospital, 
Clarksburg, W. Va. He succeeds 
Louis M. HOHMAN, M.D.,-who re- 
tired in June. 

Dr. Brown was formerly direc- 
tor of professional services at the 
Veterans Administration Hospital, 
Omaha, Nebr. 


K. BULLENS JR., has 
been appointed 
superintend- 
ent of the Wy- 
oming County 
Community 
Hospital, War- 
saw, N.Y. He 
was formerly 
administrative 
assistant at Nas- 
sau Hospital, 
Minneola, N.Y. 

Mr. Bullens is 
a graduate of the University of 
Chicago program in noapital ad- 
ministration. 


DENISON 


MR. BULLENS 


@ JOHN P. DEvVINS has been ap- 
pointed assistant administrator of 
St. Alexius Hospital, Bismarck, N. 
Dak. He is a graduate of the North- 
western University program in 
hospital administration. 

Mr. Devins succeeds WARD A. 
STODDARD who has been appointed 
administrator of Chippewa County 
War Memorial Hospital, Sault Ste 
Marie, Mich. | 


@ MARTIN F. HeEmpGEN, M.D., has 
been appointed interim adminis- 


trator of Memorial Hospital of - 


Du Page County, Elmhurst, Ill. He 
was administrator of the hospital 
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for 17 years, starting in 1932. Dr. 
Heidgen resigned in 1949 to take 
a hospital post in Tucson, Ariz. 
Since 1951 he has operated his own 
private hospital in Russellville, 
Ark. 

JAMES D. ANDERSON has been 
appointed administrative assistant 
at the hospital. He is a graduate 
of the Northwestern University 


-MR. ANDERSON 


DR. HEIDGEN 
program in hospital administration. 


@ RoBeRT S. HupDGENS has been 
appointed to the Arthur Graham 


NEW, IMPROVED 


losable parts. 


slip retention. 


Mueller-Balfour 
Abdominal Retractor 


Now the interchangeable, spring-tempered wire blades lock simply, 
but securely, in the side arms without thumb screws or other 


- This versatile Retractor has the exclusive spring-latch construction 


and wide bar, notched for easy adjustability and permanent non- 


With its adaptability and its six interchangeable blades, the 
Mueller-Balfour Retractor is both a standard retractor and a deep 
retractor—in one instrument. Stainless steel. 


As described in Armamentarium Vol. II, No. VIII 


Ask for your copy. 
SU-3040—-Complete ............ 


PATENT PENDING 


=\“MUELLER & CO. 


330 South Honore Street 
Chicago 12, Illinois : 
Dallas * Houston * Los Angeles * Rochester, Minn. 
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Glasgow Chair of Hospital Ad- 
ministration at the Medical Col- 
ege of Virginia, Richmond. He has 
been administrator of Lynchburg 
(Va.) General Hospital for the 
last 10 years. 

Mr. Hudgens is a regent of the 
board of the American College of 
Hospital Administrators. 


@® ABRAHAM M. KLEINMAN, M.D., 
has been appointed manager of 
the Veterans Administration Hos- 
pital, Bronx, N.Y. Dr. Kleinman 
was formerly director of profes- 
sional services at the Veterans Ad- 
ministration Hospital in Brooklyn. 


@ HARRISON KEHR has been ap- 
pointed admin- 
istrator of Ray 
County Hospital, 
Richmond, Mo. 
He was former- 
ly assistant ad- 
ministrator of 
Phelps County. 
Memorial Hos- 
pital, Rolla, Mo. 


@ EUGENE T.LA- 
SATER has been 
appointed administrator of Ocean 
Beach Hospital, Ilwaco, Wash. He 
is a former administrator of Pros- 


MR. KEHR 


in use with interchangeable 


therapy tank Head Rest accessory 


"Every patient lifting problem 
can be eliminated quickly and 
easily... with PORTO-LIFT" 


Whether you're faced with a difficult prone 
position lift, or a simple transfer from bed 
to wheelchair or bath ... 
will do it for you with maximum ease and 
efficiency. 


For patients, PORTO-LIFT’s sturdy con- 
struction and smooth, gentle action mean 
new comfort. safety. and peace of mind. 


For attendants, PORTO-LIFT’s versatility 
and easy-to-operate controls eliminate man- 
power tie-ups and unnecessary physical 
strain. 


Specify PORTO-LIFT . . . for greater staff 
efficiency. new patient comfort, and an end 
to old fashioned lifting and moving by 
hand. 


PATIENT LIFTING * THERAPY * REHABILITATION 


PORTO-LIFT 


or Write Dept. G f 


See your medical supply dealer oO T oOo T F G. c oO. 


ser (Wash.) Hospital and of Cou- 
lee Dam (Wash.) Community Hos- 
pital. 

Mr. Lasater succeeds PHILLIP R. 
RotTH, who has been appointed ad- 
ministrator of Tri-State Memorial 
Hospital, Clarkston, Wash. 


@ Howarp B. LEHWALD Has been 
appointed administrator of St. 
Luke’s Hospital, Marquette, Mich. 
He was formerly administrator of 
the Chippewa County War Memo- 
rial Hospital, Sault Ste. Marie, 
Mich. 

Mr. Lehwald succeeds Miss AuD- 
REY SHADE, R.N. 


@ WARREN J. LENZ has been ap- 
pointed administrator of Central 
State Hospital, Lakeland, Ky. He 
is a graduate of the Northwestern 
University program in hospital ad- 
ministration. 


@ STEWART MARYLANDER has been 
appointed administrative assistant 
in charge of personnel at Cedars 
of Lebanon Hospital, Los Angeles. 
He was formerly administrative 
resident at Mount Zion Hospital, 
San Francisco. 


@ WILLIAM M. McCoy has been 
appointed manager of the Veterans 
Administration Hospital, Hines, II]. 
He was formerly director of med- 
ical administrative services of the 


Veterans Administration, Wash- 


ington, D. C. 
Mr. McCoy succeeds Harry R. 
PooL, who retired recently. 


@ LILLIAN M. McDONALD, R.N., has 
been appointed administrator of 
Mary Bridge Children’s Hospital, 
Tacoma, Wash. Miss McDonald was 
formerly administrator of Memo- 
rial Hospital, Sedro Woolley, Wash. 

She is succeeded at Memorial 
Hospital by HENRY S. ROGERs. Mr. 
Rogers was formerly administrator 
of White Pine County Hospital, 
Ely, Nev. 


@ JOSEPH R. MCFERRON has been 
appointed assistant administrator 
of Doctors Hospital, Cleveland. He 
is a graduate of the Columbia Uni- 
versity program in hospital admin- 
istration and completed his admin- 
istrative residency at Muhlenberg 
Hospital, Plainfield, N. J., in Janu- 
ary. 


@ Davin A. MILLER has been ap- 
pointed administrative assistant, 
inpatient services, at City Hospi- 
tal, Cleveland. He was formerly 
(Continued on page 96) 
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Legal matters of interest to the hospital field prepared by 
the law department of the American Hospital Association 


Dismissal of Medical Staff Member 


When a member of a hospital medical staff is dis- 
missed, it cannot but be an unpleasant experience. 
When the physician whose privileges are terminated 
is also the founder of the hospital, it is both ironic 
- and regrettable. Such a situation, however, illustrates 
the law affecting the relationship between the gov- 
erning board and the medical staff of a voluntary 
hospital. 

Glass v. Doctors Hospital, 131 Atl. 2d 254 (Md. App., 
1957), was the unsuccessful attempt by a physician 
who had founded a family controlled hospital in 
Baltimore to prevent the board of the hospital, now 
a nonprofit institution, from barring his practice in 
the hospital. 

Dr. Glass and associates incorporated Doctors Hos- 
pital as a nonstock corporation in 1941. It was financed 
by the Glass family and managed exclusively by Dr. 
Glass until 1948. The property was rented to the 
corporation by Dr. Glass and his brother. Later, 
another building was constructed and title was taken 
in a new corporation, Doctors Hospital of Maryland, 
Incorporated, but its operation was by Doctors Hos- 
pital, Incorporated, the original Glass hospital. Dr. 
Glass organized the medical staff of the new insti- 
tution and was personally in control of all operations. 


CORPORATION DISSOLVED 


It was considered desirable to acquire membership 
in the local Blue Cross Plan, but to do so required 
divesting operation of the hospital from those in finan- 
cial control. Consequently, Doctors Hospital of Mary- 
land, Incorporated, was dissolved and all its assets 
transferred to Doctors Hospital, Incorporated. In the 
process Dr. Glass was given permanent rights as a 
member of the hospital and its staff. Thereafter, 
Dr. Glass took a second mortgage from the hospital 
covering all monies advanced in the construction of 
the building and value of the stock of the dissolved 
corporation. 

In the process of seeking accreditation, the hospital 
was informed that its board was too small and should 
be expanded to 15 members. Dr. Glass, his brother 
and two other directors resigned from the board and 
new members were appointed, but Dr. Glass con- 
tinued as administrator and as the dominant force 
in the institution. 

At the suggestion of the local medical society, Dr. 
Glass resigned as administrator, although remaining 
on the staff, and acquiring the title of “hospital con- 
sultant.” His efforts to retain control and management 
of the hospital brought conflict with the board of 
trustees. Ultimately he was informed that his staff 


This material is not legal advice. The information on this page should not be 
used to resolve legal problems. For advice on such problems a hospital should 
consult a member of the local bar. 
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privileges would not be renewed for the following 
year. 


‘,.. LIKE FRANKENSTEIN .. .’ 


Doctors Hospital, at the time of trial, had grown to 
80 beds, had a staff of more than 150, and was 
provisionally accredited. Thus Dr. Glass had achieved 
his ambitions for the hospital but, “in his eyes, like 
Frankenstein, the creature to which he gave life has 
turned upon him.” 

The court held the doctor not to be a member of the 
not-for-profit hospital corporation since, under the 
applicable law, only the trustees were members. He 
had given up his position as trustee, and later as 
administrator, in order to obtain Blue Cross privileges 
and accreditation. He thus surrendered personal con- 
trol for a larger objective, the good of the hospital. 
Furthermore, when he took the second mortgage on 
the hospital property, he specifically relinquished “all 
claims of every kind” against the hospital. This would — 
eliminate, said the court, any previously acquired 
contract right to practice in the hospital for life. 

Was Dr. Glass’ dismissal invalid because of improper 
notice and lack of opportunity to be heard? Not in 
this situation. This was not dismissal for cause but 
rather a decision by the board not to renew medical 
staff privileges for another year. Notice of this action 
was given and that was sufficient, the court held, 
under the hospital’s bylaws. 


LEGALITY QUESTIONED 


Although the bylaws called for election of trustees 
in January, the board which dismissed Dr. Glass had 
actually been elected during the preceding month. 
Dr. Glass contended that the board was thus illegally 
in office. The court ruled otherwise because all mem- 
bers of the board were notified of the dates of appoint- 
ment of the nominating committee, report of that 
committee, and election of new trustees. In fact, 
trustees had never been elected in January as re- 
quired under the bylaws, so the long acquiescence in 
this informality by the doctor precluded complaint. 

This was not an arbitrary, capricious, unwarranted 
or injust action by the board, said the court. The 
record showed that the doctor was an obstacle to 
control of the hospital by the board, that his presence 
led to inharmonious working of the hospital, and 
that his “attitude created a situation which justified 
the exercise of an honest discretion by the board 
leading to his elimination from the scene.” 

It is noteworthy that elimination of personal control 
of the hospital in this case and exercise of full control 
by the board was the direct result of complying 
with the requirements of the Blue Cross Plan, the 
Joint Commission on Accreditation of Hospitals, and 
the suggestions of the medical and hospital associa- 
tions. 
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Washington Report 


Housing Loan Rate Up to 3 Per Cent 


The interest rate on federal loans for college housing has been increased 
to 3 per cent, a rise of 4 per cent from the previous rate. The new rate 
will apply to loans for the construction of housing for student nurses 


OFFICIAL NOTES 


The following action was taken 
by the American Hospital Associa- 
tion Council on Association Serv- 
ices. Further actions will be re- 
ported in subsequent issues of this 
Journal. 

BYLAWS OF THE AMERICAN HOSPITAL 
ASSOCIATION 

In its capacity as the Associa- 

tion’s Committee on Bylaws, the 


Council on Association Services at - 


its June 14, 1957, meeting recom- 
mended a revision in the Bylaws 
to save staff time and Association 
expense in gathering statistics nec- 
essary for determining annual dues. 
On approval by the Board of Trus- 
tees, the following amendment will 
be presented for consideration by 
the House of Delegates in its meet- 
ing in Atlantic City September 30- 
October 3. Words shown in CAPITALS 


to be added: words italicized to be. 


deleted. 
ARTICLE IV——-ASSOCIATION DUES 


Section 1. Scale. 

(a) Annual dues of Institutional 
members, Type I, shall be on the 
basis of twelve mills ($.012) for 
each day of patient service ren- 
dered during the most recent 
calendar year LATEST TWELVE- 
MONTH PERIOD for which statis- 
tics are available HAVE BEEN 
REQUESTED BY THE AMERICAN HOS- 
PITAL ASSOCIATION, newborn in- 
fant days excluded, with mini- 
mum dues for any one institution 
of $7.50 per month, and maxi- 
mum dues for Institutional mem- 
bers, Type I, of $100 per month. 
At the time such applicants are 
admitted to Institutional mem- 
bership, they shall pay dues 
prorated on the basis of total 
days of patient service rendered 
during the most recent calendar 
year LATEST TWELVE-MONTH PE- 
R1I0D for which statistics are 
available HAVE BEEN REQUESTED 
BY THE AMERICAN HOSPITAL AS- 
SOCIATION, as hereinafter pro- 
vided. 
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and interns. 


Congress recently authorized $25 million in loans to public and non- 


profit hospitals for the construction 
of nursing and intern housing. As 
one of the provisions of a new 
housing law, Congress redefined 
“educational institution” to include 
public and nonprofit hospitals op- 
erating approved schools of nursing 
or offering internships. The law 


-~makes them eligible under the col- 


lege housing loan program. 

In signing the new law, President 
Eisenhower reserved authority to 
limit all loans under the Housing 
and Home Finance Agency. The 
agency is awaiting word from the 
Bureau of the Budget on what 
limit will be placed on loans for 
college housing and whether the 
bureau will fix any specific ceil- 
ing on the amount to be made 
available to nonprofit hospitals. 

The increased interest rate was 
made in compliance with a statu- 
tory formula. Funds for college 
housing loans must be borrowed 
from the Treasury at-a rate equiv- 
alent to. the average rate on all 
interest bearing obligations com- 
prising the federal debt. 


HILL-BURTON-PHS FUNDS 


The American Hospital Associa- 
tion has notified the Senate that it 
approves the purpose of a bill per- 
mitting the pooling of community 


funds, together with Hill-Burton 


funds where available, with Public 
Health Service Indian funds for 
the construction of single hospitals 
to serve both Indian and non-In- 
dian populations. 

The House -has already passed 
the bill, which is designed to aid 
certain regions having a high pri- 
ority for obtaining hospital con- 
struction funds from the Hill- 
Burton program, but which have 
experienced difficulties in raising 
the necessary local funds to build 
a hospital or to match a Hill-Bur- 
ton grant. 

In a letter to Sen. Lister Hill 
(D-Ala.), chairman of the Senate 
Labor and Public Welfare Com- 


mittee, AHA stated “we approve 
heartily the purpose of providing 
for the joint sponsorship of facili- 
ties to be used by the general 
community and Indians.” | 

AHA warned, however, that the 
bill’s authorization for construction 
of privately-owned diagnostic and 
treatment centers, not under hos- 
pital auspices, should not be used 
as a precedent for the construc- 
tion of such facilities under the 
Hill-Burton program. 

The bill, supported by the De- 
partment of Health, Education, 
and Welfare, specifies that no In- 
dian funds authorized by PHS may 
be counted as 
part of a com- 
munity’s match- 
ing funds re- 
quired for a 
grant under the 
Hill-Burton 
program. Nor 
would PHS as- 
sistance in any 
way affect the 
eligibility of any 
project for aid 
under Hill-Burton. Furthermore, 
the amount of Indian funds made 
available would not exceed the 
portion of the construction project 
which is attributable to the Indian 
health needs in the area. 

Thus, for example, in a com- 
munity of Indians and non-In- 
dians, PHS may determine that 
the Indian health needs in -the 
area would be met by seven hos- 
pital beds; the non-Indian com- 
munity feels it needs 14 beds to 
serve its needs and it is decided 
that a 21 bed hospital should be 

The PHS Indian funds are used 
to finance the seven beds, or one- 
third of the total cost. The non- 
Indian community must raise 
funds for 14 beds, or two-thirds 
of the cost. They may or may not 
apply for Hill-Burton aid toward 
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New Keysort Data Punch 
imprints, punches patient records 


in a single operation 


Located at each nursing station, the new, 
designed-for-hospitals Keysort Data Punch 
frees valuable nursing personnel from bother- 
some writing. Simultaneously imprints patient 
information and code-punches statistical 
categories (such as nursing station or clinic, 
accommodation, professional service, class of 
payment and name or room number) onto 
easily-sorted Keysort Requisition-Charge 
Ticket sets. Far faster, more legible than hand- 
written records. Keysort Data Punch speeds | 
requisitions to both service departments and 
business office . .. ensures fast, accurate, 
more complete analysis of income and service- 
department output. Quiet, compact, mechani- 
cally foolproof. 

Learn how Keysort Data Punch—in conjunc- 
tion with Keysort Requisition-Charge Tickets 
—can speed timely reports to your desk... 
give you the kind of administrative controls 
which make possible better patient care. The 
nearby McBee man will be glad to demonstrate 
the Data Punch’s exclusive advantages. Phone 
him, or send coupon for illustrated folder. 4 


KEYSORT DATA PUNCH 


Product of Royal McBee Corporation | 
Port Chester, N. Y.-+ In Canada: 
The McBee Co., Ltd., 179 Bartley Drive, Toronto 16 


To: Keysort Data Punch 

Royal McBee Corp., Port Chester, N. Y. 
Please send me complete information 
on the Keysort Data Punch. 


Name 


Title 


Hospital 


City 
No. of Beds 
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programs 


this two-thirds cost. If Hill-Bur- 
ton funds are sought, the com- 
munity must produce matching 
funds under the Hill-Burton reg- 
ulations. These matching funds 
must be separate and apart from 
any funds coming from PHS In- 
dian funds. 


GRANTS-IN-AID 


The question of federal-state 
relationships, including federal 
grants-in-aid for hospital and 
health programs, will be reviewed 
again during several investigations 
now being planned in Washington. 

The new investigations, initiated 
by both the Eisenhower adminis- 
tration and Congress, will raise 
many of the issues covered by the 
Commission on Intergovernmental 
Relations under the chairmanship 
of presidential assistant Meyer 
Kestnbaum. This commission spent 
$1,167,445 in a two-year study. 

One new study group, the Joint 
Federal - State — 
Action Commit- 
tee, meets this 
month with a 
committee of 10 
state governors 
to determine 
how states may 
take over more 
of the federal 
government’s 
responsibili- 
ties and costs. 
President Eisenhower has appoint- 
ed Mr. Kestnbaum and Mr. Folsom 
to the action committee. Other 
committee members include Secre- 
tary of Labor James P. Mitchell 
and Robert B. Anderson, new 
secretary of the Treasury. 

Chairman of governor’s 
committee is Gov. Lane Dwinell 
(R-N.H.). Gov. Dwinell has com- 
plained that federal grants-in-aid 
“bribe” the states to 
adopt major activities in health 
which were never given whole- 
hearted approval by the state leg- 
islatures, 

In Congress, the House Intergov- 
ernmental Operations Subcommit- 
tee is making plans to hold public 
hearings from coast-to-coast in 
the fall. Subcommittee chairman 
Rep. L. H. Fountain (D-N.C.) 
interested in all grants-in-aid, in- 
cluding the Hill-Burton hospital 
construction program which has 
been extended several times since 
it was first enacted a decade ago, 
and which expires in June 1959. 

The possibility of still another 
investigation of grants-in-aid was 
raised by action of the House Rules 
Committee. The rules committee 


REP. FOUNTAIN 


approved a house resolution to 
create a select committee of nine 
congressmen to determine the jus- 
tification of all existing grant pro- 
grams. They would report on 
which programs should be contin- 
ued, increased, or terminated. Only 
House approval of the resolution 
is needed to set up the select com- 
mittee. Senate action is not re- 
quired in this instance. 

In hearings before the rules 
committee, none of the supporters 
of the resolution indicated any 
preconceived ideas concerning the 
curtailment of grant programs. 

Rules committee members 
doubted that the new 
would produce anything more than 
a volume of reports such as those 
filed on previous investigations. 
Rules committee chairman Rep. 
Howard Smith (D-Va.) main- 
tained, nonetheless, that the whole 
principle of grants-in-aid ‘‘seems 
wrong.”’ He said the states clamor 
for a share in federal money even 
when the people back home are 
not anxious for the program. 

Rep. Clarence Brown (R-Ohio), 
second ranking Republican on the 
rules committee, maintained that 
any study must educate the Amer- 
ican people and Congress on‘‘what 
the brokerage fees are of the fed- 
eral government” in operating 


programs that could be left en- — 


tirely in the hands of the states. 

The rules committee was told 
that federal grants-in-aid pro- 
grams cost approximately $5.5 bil- 
lion a year. More than half of the 
50 grant programs have originated 
since 1944. 


AID TO EDUCATION 


Public health—Sen. Hill has intro- 
duced a bill authorizing federal 
grants-in-aid to public or non- 
profit educational institutions 
which provide training and serv- 
ices in the fields of public health. 

The bill would permit the sur- 
geon general of the Public Health 
Service to use not more than $1 
million a year to financially assist 
the schools of public health. The 
funds would come out of the PHS 
appropriation for grants-in-aid to 
the states for public health activi- 
ties. 


since a large percentage of stu- 
dents in the public health schools 
come from states other than the 
one the school is in, the state leg- 
islatures are reluctant to appro- 
priate adequate funds. In orer 
to increase the number of. stu- 
dents in public health techniques, 
the cost to the student of training 


studies 


Sen. Hill told the Senate that | 


should not be increased but less- 
ened, he said. 

The measure is also sponsored 
by Sen. Irving Ives (R-N.Y.), Sen. 
John F. Kennedy (D-Mass.), Sen. 
John Sherman Cooper (R-Ky.), 
and Sen. Pat McNamara (D- 
Mich. ). 

Teaching facilities—Marion B. Fol- 
som, HEW secretary, has aban- 
doned hope for congressional ac- 
tion to provide financial aid to 
medical and dental schools for con- 
struction of teaching facilities, he 
recently told a press conference. 

HEW had given the legislation 
top priority for this year. Con- 
gress has not scheduled any hear- 
ings on the proposals so far. 3 

Secretary Folsom said he had 
“every hope” for passage of the 
legislation next year. Mr. Folsom 
said the shortage of doctors was 
such that without the legislation 
there would be a “bottleneck” in 
view of all the medical research 
being planned throughout the na- 
tion. 

Mr. Folsom also reported that 
HEW had under advisement the 
creation of a special committee 
to appraise federally supported 
health research. One of the pur- 
poses of the committee would be 
to determine whether funds are 
being distributed in proper pro- 
portion to fields where the pecaiae 
need is greatest. 


RESEARCH GRANTS 


Research construction—Applications 
of 13 hospitals to receive federal 
funds for construction of medical 
research facilities have been ap- 
proved, the Public Health Service 
has announced. 

PHS has declined, however, to 
name the hospitals until the fiscal 
1958 appropriations bill becomes 
law. A sum of $30 million has 
already been voted by both the 
Senate and the House for con- 
struction grants. 

The Research Facilities Advisory 
Council, which approved the grants 
to hospitals, has: also recommend- 
ed 66 other grants, including 23 
to universities, and 22 to medical 
schools. 

Neurological research—Three 
pitals are among the nine institu- 
tions which have received federal 
grants for special research into 
causes of cerebral palsy, mental 
retardation and allied neurological 
disorders. They are Children’s © 
Hospital, Philadelphia; Children’s 
Hospital, San Francisco, and Bos- 
ton Lying-In Hospital, Boston. 

Approximately $1.6 million has 


~' been distributed among the medi- 
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cal schools and hospitals by the 
National Institutes of Health. Sev- 
eral more institutions will receive 
grants. in this long-range project, 
- in which the NIH will be the co- 
ordinating agency and serve as a 
central laboratory. : 
Boston Lying-In Hospital re- 
ceived a grant of $237,592. The 
hospitals in Philadelphia and San 
Francisco received $94,361 and 
$62,640, respectively. 
Gerontological research—PHS has 
made an award of $306,922 to Duke 
University, Durham, N.C., for re- 
search on problems relating to 
aging. The program at Duke Uni- 


versity has four main objectives: 


@ To develop a Center for Aging 
Research based upon a university- 
wide effort. 

@ To support fundamental re- 
search concerned with health 
problems of aging and to include 
relevant research contributions 
from the social and behavioral 
sciences and related fields. 

@ To train investigators inter- 
ested in the problems of aging. 

@ To foster a regional resource 
for the dissemination of scientific 
knowledge in the field of aging. 

Dental care research— Montefiore 
Hospital and the Beth Abraham 
Nursing Home, both in New York 
City, are cooperating with the 
Public Health Service in a study 
designed to lead to improved den- 
tal care for the chronically ill and 
aged.. 

The study is concerned with the 
‘development of portable dental 
equipment and methods for dental 
care of bedfast and homebound 
patients. Complete dental service 
will be provided for the approxi- 
mately 400 inpatients in the Beth 
Abraham Home and to the ap- 
proximately 80 patients in the 
Montefiore Home Care Program. 


SMALL BUSINESS ADMINISTRATION 


A House-passed bill to make the 
Small Business. Administration a 


permanent agency and lower its— 


loan rates from 6 to 5 per cent has 
been held over for Senate consider- 
ation next year. 

The Senate Banking and Cur- 
rency Committee reported that 
there was not enough time left 
in this session for full Senate de- 
bate on the House bill. 

In the meantime, the committee 
favorably reported on a bill to 
extend SBA’s operation another 
year and increase its loan author- 
izations. 

Since the summer of 1956, when 
SBA made proprietary hospitals 
and nursing homes eligible for 
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total of $2,213,000; 


participation, a total of 87 appli- 
cations for government loans have 
been received from institutions of 
this type. In addition, there have 
been 12 applications from medical 
laboratories operated for profit. 
Up to the close of the fiscal 1957, 
SBA had approved 34 loans aggre- 
gating $2,976,550. In 14 cases the 
recipients were hospitals, for a 
16 nursing 
homes received a total of $686,050 
and the remaining $77,500 was di- 
vided among four laboratories. 


CIVIL DEFENSE 


Stockpiling curtailed—-Federal 
stockpiling of mobile-type hospi- 
tals, plasma and other emergency 
essentials has practically ceased, 
as a result of reductions imposed 


- by Congress on Federal Civil De- 


fense Administration spending. 
The Senate has agreed with the 
House that only 
$3.3 million 
should be ap- 
propriated for 
acquisition of 
emergency sup- 
plies and equip- 
ment during the 
year beginning 
July 1. The Ei- 
senhower 
ministration had 
implored Con- 
gress to provide $75 million for 
this purpose. In the fiscal year 
just ended, FCDA had $47 million 
at its disposal for stockpiling. 
Congress had been requested to 
appropriate $130 million for FCDA, 


MR. PETERSON 


of which $75 million was ear- 


marked for procurement of post- 
disaster requirements. And well 
over half of the latter sum—$42,- 
250,000—was to be used for pur- 
chase of more mobile-type hospi- 
tals. 

Administrative expenses—The House 
has passed and sent to the Senate 
a bill providing federal funds to 
state and local civil defense units 
for personnel and administrative 
expenses. 

The bill also permits the federal 
government to pay 50 per cent of 
the travel expenses and per diem 


“allowances of persons from the 


states and communities who study 
at Federal Civil Defense Admin- 
istration schools. In addition, fed- 
eral money is authorized for states 
to procure’ protective devices 
against the increasing danger of 
radioactive fallout. 

As in certain HEW programs, 
the bill provides that state ex- 
penses for personnel and admin- 
istration be paid for up to 50 per- 


cent, by federal funds. In order 
to become eligible for such aid, 


the state must submit program 


plans for approval by FCDA. The 
state and local governments would 
have to meet certain standards and 
maintain a merit system for civil 
defense personnel. 

The bill amends the basic policy 
of the Federal Civil Defense Act 
of 1950 which made civil defense 
primarily the responsibility of the 
states and their subdivisions. The 
bill fixes the responsibility jointly 
with the federal government and 
the states. However, in order to 
prevent. federal preemption of the 
program which is dependent upon 
widespread citizen participation, 
the federal role is geared toward 
strengthening state and community 
programs. 

In recommending the bill for 
passage, the House Armed Services 
Committee opposed the view of Val 
Peterson, former FCDA admin- 
istrator, that it is “‘unrealistic” to 
require states to equally match 
federal funds for a task of the 
magnitude of civil defense. 

The committee stated that “it 
may be difficult in some instances 
for states and local communities 
to match federal contributions.” 
But an equal contribution must 
be made by states and the federal 
government “if the concept of joint 
responsibility for civil defense is 
to be maintained,” the committee 
explained. 

The committee stated that im- 
plementation of the bill would re- 
quire an appropriation of approxi- 
mately $18.8 million, a saving of 
$32.6 million from the estimated 
cost of the proposed FCDA pro- 
gram. 

No action has been taken by Con- 
gress this year on a bill to create 
a cabinet-level Department of 
Civil Defense. 

New FCDA chief—President Eisen- 
hower has nominated Leo A. 
Hoegh, former governor of Iowa, 
to be the new administrator of the 
Federal Civil Defense Administra- 
tion. He replaces Mr. Peterson, 
newly appointed ambassador to 
Denmark. 


MEDICAL COSTS CLIMB 


Consumer prices for medical 
care rose .6 per cent between May 
and June, the Bureau of Labor 
Statistics has reported. The in- 
crease was slightly ahead of a rise 
of .5 per cent for all consumer 
prices in the United States during 
that month. 

The medical care costs.for June 
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1957 climbed 5.9 per cent above 
those of June 1956. This compares 
with a rise of 3.4 per cent for all 
consumer prices over the year. 
Medical care in these instances 
covers hospitalization, professional 
services, and prices for prescrip- 
tions and drugs. 


DOCTOR DRAFT 


Dr. Elmer Hess, past president 
of the American Medical Associa- 
tion, has been appointed chairman 
of the National Advisory Commit- 
tee to Selective Service on the Se- 
lection of Physicians, Dentists, and 
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DR. HESS — 
Allied Specialists. Dr. Hess, of 
Erie, Pa., replaces Dr. Howard 


Rusk, New York City. 

Dr. Hess will advise on the ad- 
ministration of the new law pro- 
viding for the procurement of phy- 
siclans and dentists under the 
regular draft act. The new pro- 
gram replaces the special “doctor 
draft’? which expired June 30. 

Dr. Hess has also been named 
to succeed Dr. Rusk as advisor on 
medical manpower to the Office of 
Defense Mobilization. Dr. Rusk 
recently resigned his posts with 
both the mobilization office and 
selective service. 


SECURITY FOR SELF-EMPLOYED 


Self-employed physicians and 
their dependents would receive full 
social security benefits under the 
terms of a bill sponsored by Rep. 
Robert W. Kean (R-N.J.), a mem- 
ber of the House Ways and Means 
Committee. The bill also includes 
seven other provisions to broaden 
and extend benefits to persons eli- 
gible for social security. 


EXCISE TAXES 


The House has passed a bill 
which would exempt nonprofit ed- 
ucational institutions from retail- 
ers’ and manufacturers’ excise tax- 
es and from taxes imposed ‘on 
communications or transportation 
of property and persons. 

AHA is supporting this exemp- 


tion for educational groups, and ~ 


believes its enactment would in- 
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crease the possibility of future ex- 
emption for nonprofit hospitals. 
AHA has proposed to the Senate 
that it include hospitals in any 
exemptions passed this year. 


COMMITTEE VOTES POSTAL INCREASE 


The House Post Office and Civil 
Service Committee has approved 
a bill which provides increases for 
first, second and third-class mail, 
as well as books. 

Committee Chairman Tom Mur- 
ray (D-Tenn.) sent the bill to the 
full House for action and explained 
that the increases called for in the 
second and third-class mail ex- 
empted mailings of certain non- 
profit organizations and associa- 


tions, including hospitals already 


exempt under rulings of the Post 
Office Department. 

A new exemption of significance 
to nonprofit hospitals and hospital 
associations is contained in the new 
postal measure. Exemption from a 
fourth-class postal rate increase is 
provided for ‘‘associations not or- 
ganized for profit.””’ Tentative in- 
terpretation of this part of the bill 
would allow nonprofit hospitals 


and hospital associations to con- . 
_ tinue mailing material at the rate 


of four cents for the first pound 
and one cent for each additional 
pound or fraction thereafter. 

In order to benefit from this 
exemption, nonprofit associations 
must furnish the postmaster gen- 
eral with satisfactory evidence that 
none of their net income “inures 
to the benefit of any private stock- 
holder or individual.”’ 


MILITARY FOOD SERVICES 


Navy—The Navy Medical Depart- 
ment Food Service Council has 
been established to assist and ad- 
vise the chief of the Bureau of 
Medicine and Surgery in matters 
pertaining to food service func- 
tions in naval hospitals. The coun- 
cil is to explore all aspects of 
naval hospital food service, on a 
continuing basis. 

Comdr: Leslie E. Bond, MSC, 
head of the food service branch, 
Hospital Administration Division of 
the bureau, is council chairman. 

Army—‘“‘Dietetic specialist” is a 
newly established officer rating in 
the Army Medical Specialist Corps. 
Holders of bachelors degrees are 
eligible for appointment, which 
will be followed by on-the-job 
training for the professional grade 
of hospital dietitian. 

The defense department an- 
nouncement states that this is the 
first time the Army medical service 


has offered its facilities for training 
of dietetics graduates who wish to 
obtain full accreditation as hospital 
dietitians. Appointees will be obli- 
gated to serve two years of active 
military duty following comple- 
tion of training. 


MILITARY MEDICAL APPOINTMENTS 


Lt. Col. Herbert F. Bourdeau, 
Medical Service Corps, has been 
appointed assistant chief, Opera- 
tions Branch, Medical Plans and 
Operations Division, Army sur- 
geon general’s office. Supervision 
of hospital operations and furnish- 
ing of technieal advice are among . 
the branch’s responsibilities. Col. 
Bourdeau’s previous post was ex- 
ecutive officer of the 39th Medical 
Group, Fort Devens, Mass. 

Maj. Otto G. Hrdlicka, Medical 
Service Corps, is the new logistics 
officer in the Medical Facilities 
Branch of the same division. This 
unit is engaged in planning and 
design of hospital facilities and dis- 
pensaries. Prior to coming to 
Washington in his new position, 
Maj. Hrdlicka was an instructor in 
hospital construction at the Army 
Medical Service School, Brooke 
Army Medical Center, Tex. 


VA REHABILITATION 


In the first three months of 1957, 
the Veterans Administration has 
reported, 2,825 VA chronic cases 
were placed in jobs outside the 
hospitals. This compares with 200 
patients who were placed in out- 
side jobs in a three-month period 
in 1954 when the VA’s new voca- 
tional guidance program was put 
into effect. 


South Carolina Association 
Names J. R. Neely Secretary 


James R. Neely has been elected 


executive secretary of the South 


Carolina Hospital Association by 
the association’s 
board of trus- 
tees, effective 
Sept. 1. His of- 
fice will be in 
Columbia, S.C. 
Mr. Neely is 
presently assist- 
ant director of 
research of the 
American Hos- 
pital Associa- 

— tion. He joined 
AHA in 1953 as administrative 
assistant to Maurice J. Norby, AHA 
deputy director. Mr. Neely was 
later named secretary of the Coun- 
cil on Prepayment Plans and Hos- 
pital Reimbursement. 
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Association Names Sibley, 
Barnhart to Council Posts 
Dr. Edwin L. Crosby, director of 


the American Hospital Association, 
has announced that Hiram Sibley has 


MR. SIBLEY MRS. BARNHART 


been named secretary of the Coun- 
cil on Prepayment Plans and Hos- 
pital Reimbursement. He will con- 
tinue to serve as secretary of the 
Council on Hospital Planning and 
Plant Operation. 

Dr. Crosby also announced that 
Ruth Barnhart, who has been acting 
_ secretary of the Council on Pre- 

payment Plans and Hospital Re- 
imbursement, has been. named as- 
sistant secretary of the Council on 
Association Services. 


Robinson Accepts Position 
With New York Association 


William T. Robinson has been 
appointed assistant director of the 
Hospital Association of New York 
State, Charles 
M. Royle, asso- 
ciation execu- 
tive director, 
has announced. 
Mr. Robinson 
joined the staff 
of the American 
Hospital Associ- 
ation in 1954 as 
an* insurance 
specialist and 
prepared the 
Manual on Insurance for Hospitals. 
He also served as secretary of the 
Committee on Hospital Organiza- 
tion and later as assistant secretary 
of the Council on Association Serv- 
ices. 


MR. ROBINSON 


Nursing Group Studies Role 
In Intravenous Therapy 


Of 319 hospitals replying to a 
recent New York State Nurses 
Association questionnaire, 112 re- 
ported that registered professional 
nurses employed on the staff ad- 
minister selected intravenous ther- 
apy. 

Some 186 institutions replied 
“no” in answer to this question; 
the remaining questionnaires did 
not have replies to this question. 
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Intravenous therapy is adminis- 
tered by physicians in 211 of the 
institutions answering the ques- 
tionnaire and by resident staff 
members in 152 of the institutions. 


Nurse anesthetists are permitted 


to perform the procedure in eight 
hospitals and anesthetists may ,do 
this work in two of the institutions 
reporting. 

Institutions which permit regis- 
tered professional nurses to ad- 


minister intravenous therapy in © 


any form gave the following an- 
swers to questions posed by the 
nurses’ association: 
Whole blood and/or blood plas- 
ma is administered by— 
no 


registered professional nurses 48 115 
trained team including regis- 


tered professional nurses... 21 105 
physicians, including resident 


Intravenous fluids such as nor- 
mal saline and glucose are admin- 
istered by— 

yes no 
registered professional nurses 89 98 
special team including regis- 


tered professional nurses... 17 114 
physicians, including resident 


Materials such as dyes used for 


laboratory tests are administered 
intravenously by— 

yes no 
registered professional nurses 13 127 
trained team including regis- 


tered professional nurses... 1 122 
physicians, including resident 


Materials such as dyes for diag- 
nostic x-ray studies are adminis- 
tered by— 


yes no 
registered professional nurses S tae 


trained team including regis- 


tered professional nurses... 2 119 


physicians, including residen 

Selected medications prescribed 
to be given intravenously are ad- 
ministered by— 

yes no 

registered professional nurses 9 108 
trained team including regis- 


tered professional nurses... 11 114 
physicians, including resident 


Blood is withdrawn from veins 
for diagnostic purposes by— 
yes no 
registered professional nurses 69 94 
trained team including regis- 


tered professional nurses... 2 103 
235 23 
physicians, including resident 


In reply to the statement “it 
would be difficult to continue the 
administration of intravenous fluids 
and blood if nurses did not perform 
the procedure,” 85 institutions an- 


swered “yes” and 194 answered 


Connecticut Nurses Outline 
Basic Employment Criteria 


An hourly wage of $1.70 has 
been recommended by the Con- 
necticut State Nurses’ Association 
as the minimum beginning pay for 
staff nurses in that state. This fig- 
ure is exclusive of any mainte- 
nance, laundry, or other employee 
benefits. | 

The recommended salary for as- 
sistant head nurses was $1.80 per 
hour. The salaries for both posi- 
tions are based on a five-day 40- 
hour workweek. 

Other minimum recommenda- 
tions made by the association, with 
the suggestion that hospitals fol- 
low these standards, were that 
there be: 

@ A minimum of seven holidays, 
with pay, each year. 

@ Ten working days of vacation 
with pay after one year’s employ- 
ment. After two years of employ- 
ment an additional five working 
days of vacation are to be added. 
After five years of employment, 
one additional working day is to 
be added for each year of employ- 
ment for the next five years. 

@ Twelve working days of sick 
leave per year with pay, after six 
months of employment. 

@ One year’s educational leave 
for full-time professional study, 
without salary and without loss 
of benefits derived from years of 
continuous employment, shall be 
granted upon request. 

@ Six months of maternity leave 
without salary and without loss of 
benefits. 

@ Group insurance ‘plans avail- 
able to the nurse through her em- 
ployer for hospitalization, surgical, 
and medical care. 

@® Retirement plans to supple- 
ment federal social security bene- 
fits, if at all possible. 

@ An orientation program and 
definite program for inservice edu- 
cation. It was also recommended 
that time off, without deductions 
and within limitations imposed by 
staffing needs, be allowed so that 
nurses might attend professional 
and technical meetings. Regular 
conferences should be scheduled 
between nurse representatives and 
representatives of the hospital’s 
administration to°discuss factors 


91 


| 
| 


relating to patient care and work- 
ing conditions, the association 
stated. 

Under “qualifications” in the as- 
sociation’s recommended Minimum 
Standards of Employment, it was 
stated that the nurse must be regis- 
tered in Connecticut and “the gen- 
-eral duty nurse should be an active 
member of her professional organi- 
zation, the general duty nurse sec- 
tion of the American Nurses’ As- 
sociation.” 


Oklahoma Nursing: Funds 
Start Program; Another Dies 


A special grant of $35,100 to 
the University of Oklahoma for a 
two-year project to improve the 
professional qualifications and per- 
formance of Oklahoma nurses em- 
ployed in public health has been 
made by the American Journal of 
Nursing Company. 

The grant makes possible a pro- 
gram of study for these nurses 
through the university’s extension 
division, the company’s board of 
directors stated. Effects of the pe- 
riod of education on the individuals 
and on their employing agencies 
are to be evaluated. 

* * * * * 

The Oklahoma State Hospital 

Association has announced that 


Oklahoma’s Nurse Aide Inservice 


Training Program, of which the - 


association was a cosponsor, has 
been discontinued because of lack 
of funds. The association estimated 
that more than 4000 nurse aides 
participated in the program during 
the past two years. | 


Survey of Personnel Needs 
In Ontario Hospitals Made 


More than 1000 graduate nurses 
would be needed by Ontario, Can- 
ada, hospitals to bring their staff 
strengths up to a level considered 
normal by the hospitals, a survey 
by the Ontario Hospital Associa- 
tion has shown. 

Survey replies were received 
from 169 hospitals. It was found 
that the following personnel would 
be needed to bring the staffs up 
to the hospital’s requirements: 

1015 graduate nurses. 

570 certified nursing assistants. 

78 dietitians. 

28 physio-occupational 
pists. 

16 medical social service work- 
ers. 

93 laboratory technicians. 

28 radiological technicians. 

6 medical record librarians. 

Sixty-one of the hospitals re- 
porting stated that they had no 
staff shortage at present. There- 


thera- 


Hospital Room of Tomorrow 


AMONG THE EXHIBITS at the recent Chicagoland Fair was the ‘‘hospital room of tomorrow’’ set 
up by Presbyterian-St. Luke’s Hospital, Chicago. Typical of private rooms to be included 


in the institution’s new 13-floor air-conditioned pavilion, 
of the $18.5 million West Side Medical Center, it has a two-way communication sys- 
tem, electrically-operated bed, piped oxygen, television, and pillow-type radio. The ex- 
hibit, visited by approximately 250,000 persons, the hospital reported, was designed to 


recruit nursing candidates, technicians, and other personnel for Chicago-area hospitals. 
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now under construction as part 


fore the foregoing figures relate 
only to the remaining 108 hospi- 
tals. 

Additionally, 46 hospitals re- 
ported they are engaged in build- 
ing programs which, within the 
next two to three years, will re- 
quire these additional staff mem- 
bers: 
768 graduate nurses. 

10 medical social service work- 
ers. 

361 certified nursing assistants. 

54 laboratory technicians. 

27 dietitians. 

22 radiological technicians. 

29 physio-occupational thera- 
pists. 

18 medical record librarians. 

S. W. Martin, association execu- 
tive secretary-treasurer, said that 
‘in some quarters there has been 
a growing apprehensiveness that 
at some time and in some place 
the point may be reached of hav- 
ing modern and complete hospital 
buildings and equipment but in- 
sufficient adequately skilled per- 
sonnel to provide the means for 
their utilization. Obviously the time 
for concerted and concrete action 
on this problem has arrived.” 


Personnel! Directors Form 
Association in New Jersey 


The Personnel Association of 
New Jersey Hospitals has an- 
nounced its formation and election 
of officers. 

Purpose of the new organization 
is to further the development of 
effective personnel practices in hos- 
pitals and provide a means for 
exchange of information. Monthly 
meetings are planned by the group. 

Elected were: Mrs. Teri Selcoe, 
personnel director, Mountainside 
Hospital, Montclair, president; 


Richard Winans, personnel director, 


New Jersey State Hospital, Grey- 
stone Park, vice president; Mur- 
ray Rubin, assistant administrator, 
Hunterdon Medical Center, Flem- 
ington, treasurer; Jane Mullin, 
personnel assistant, Morristown 
Memorial Hospital, Morristown, 
recording secretary, and Elizabeth 
T. Doremus, personnel director, 
Muhlenberg Hospital, Plainfield, 
corresponding secretary. 


Medical Technologists Elect 


The American Society of Medical 
Technologists held its 25th annual 
convention June 23-29 in Chicago. 
The following officers were elected: 
president, Leanor Haley, Ph.D., as- 
sistant professor of medical micro- 
biology, Yale University School of 
Medicine, New Haven, Conn.; presi- 
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dent-elect, Elizabeth O’Connor, 
chief medical technologist, Illinois 
Bell Telephone Company, Chica- 
go; secretary, Nellie Mae Bering, 
Washington, D. C., and treasurer, 
Kathryn Dean, Baltimore. 


California Survey Discloses 
Inadequate Boiler Insurance 


Many California hospitals are 
not adequately covered by boiler 
insurance and other similar types 
of insurance, a survey by the Cali- 
fornia Hospital Association’s Coun- 
cil on Insurance has disclosed. | 

Regarding boiler insurance the 
council reported that: 

@ Many hospitals have purchased 
this type of insurance with limits 
of $25,000. These limits, the council 
stated, are entirely inadequate for 
the risks involved. 

@ 30 per cent of the hospitals 
did not have fire box coverage in 
the boiler policy, although they 
may have had some of this risk 
covered by extended coverage en- 
dorsement on the fire policy. This, 
however, the council stated, is 
hazardous as boiler fire box ex- 
plosion is of fairly frequent occur- 
rence and the coverage of the item 
under the boiler policy is impor- 
tant from an inspection standpoint 
(no inspection is provided under 
an extended coverage endorsement, 
the council reported) and if a fire 
box explosion occurs with sufficient 
force to damage the boilers there 
would be a question as to what the 
primary cause of the explosion was. 

@65 per cent of the hospitals 
did not have coverage for refriger- 
ation systems over 5 h.p. 


@ 37 per cent of the hospitals é 


did not have coverage of hot water 
tanks. 
@ 25 per cent of the hospitals 
did not have coverage of air tanks. 
@ 30 per cent of the hospitals 
did not have coverage of auto- 
claves. 
@62 per cent of the hospitals 
did not have coverage of steam 
pressure vessels in the kitchen. 
@ 60 per cent of the hospitals 
did not have coverage of laundry 
mangles using high pressure steam. 
In studying the various proposals 
for group coverage, the council 
concluded that such coverage was 
not feasible, but stated that hospi- 
tals under one management should 
take advantage of the master boiler 
policy because such groups would 
get a 25 per cent reduction in 
premium on a three-year basis, if 
the premium was more than $3000. 
’ The council also recommended 
that the hospital equipment in- 
cluded in its survey, but which a 
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the ceiling... 


large number of hospitals did not 
have insured, should be insured. 


The council pointed out that the. 


insurance carrier should have a 
reasonably large volume of boiler 
insurance and that it should have 
a thorough inspection system. 

In its report for 1956, the council 
estimated that California Hospital 
Association members were saving 
$1,114,600 per year on insurance 
compared with the amount they 
were spending 10 years ago when, 
at the suggestion of the Ameri- 
can Hospital Association, the state 
group established an insurance 
committee. 

The “aggressive insurance pro- 
gram”. begun by the committee, 
the council stated, has resulted in 
lower rates for fire insurance, mal- 
practice, public liability, and ele- 
vator insurance, and compensation 
insurance. 


Governor Approves Payment 
To Hospitals for Indigents 


Pennsylvania Governor George 
M. Leader has signed into law a 
measure appropriating $24 million 
for indigent inpatient care at state- 
aided hospitals. Reimbursement is 
to be at the rate of $9 per day. 

He also signed a measure appro- 
priating $2,150,000 for state-aided 
hospitals with approved schools of 
nursing. Purpose of the law is to 
aid nursing education, at the rate 
of $150 per student per year. Phila- 
delphia General Hospital was spe- 
cifically included in the law. 

Another bill approved by the 
governor calls for merger of the 
state departments of welfare and 
public assistance into a new De- 
partment of Public Welfare, effec- 
tive July 1, 1958. 


Washington Starts Program 
Of Indigent Care Repayment 


Washington State’s reimbursable 
cost program for the care of public 
assistance recipients and medical 
indigents in community hospitals 
went into effect July 1, the Wash- 
ington State Hospital. Association 
has reported. | 

The final per day reimbursable 
cost figures are: 0-49 bed hospitals 
$26.52; 50-124 beds $27.90, and 125 


beds and more $28.53. “The actual | 


filed cost will be paid if at or below 
to those hospitals 
which have filed their reimburs- 
able cost statements ...,’”’ said Wes- 
ley U. Williams, medical services 
administrator for the Department 
of Public Assistance. 

The department has announced 
its intention to tighten restrictions 


against paying for hospital _out- 
patient services. Washington pur- 
chases physicians’ services, through 
its contract with county medical 
bureaus, which are to serve in lieu 
of hospital outpatient services. 


Colman Named Treasurer 


J. Douglas Colman, vice presi- 


dent and secre- 
tary of the Blue 
Cross Associa- 
tion, has been 
elected treas- 
urer of the 
National Tu- 
berculosis As- 
sociation. Mr. 
Colman suc- 
ceeds Collier 
Platt, a New 
York lawyer 
who held the post for 22 of the 
last 25 years. | 


Board Chairman Elected 


Harold S. Overholt has been 
elected chairman of the board of 
the Hospital Service Association of 
Western Penn- 
sylvania (Blue 
Cross}. 
Overholt is a 
vice president 
of the Mellon 
National Bank. 
He succeeds 
John A. Mayer, 
chairman since 
April 1953, who 
resigned the of- 
fice because of 
other duties. Mr. Mayer will con- 
tinue as a director of the associa- 
tion. 


MR. COLMAN 


MR. OVERHOLT 


Blue Cross Plans Advance 


Blue Cross Plans acquired 673,- 
257 new members during the first 
quarter of 1957, the..-Blue Cross 
Commission has reported. 

As of March 31, membership in 
Blue Cross, the commission stated, 
totaled 54,588,704. The total con- 
sists of 21,964,834 subscribers and 
32,623,870 dependents, an average 
of 2.49 members per subscriber 
contract. 


Durgom Advances at Plan 


J. Albert Durgom, vice president 
of the Hospital Service Plan of 
New Jersey (Blue Cross) has been 
advanced to the post of executive 
vice president. Mr. Durgom, in 
charge of the plan’s enrollment and 
hospital relations activities, has 
been executive direétor since 1937. 
He is also on the Blue Cross As- 
sociation board of governors. 


93 


MASSACHUSETTS 


DR. DEAN A. CLARK 
General Director 
Massachusetts General Hospital 
Boston 
(869 beds) 


1957 State Association Presidents 


MICHIGAN 


RALPH C. HUTCHINS 
Director | 
Hurley Hospital 


(457 beds) 


RALPH E. VANNOZZI 
Administrator 
Bridgeton Hospital 
Bridgeton 
(87 beds) 


Constructions and Dedications 


Alabama 
Opp—NMizell Memorial Hospital 
is to construct an addition to house 
20 beds for chronic disease pa- 
tients. Estimated cost: $171,300. 


Florida 
West Palm Beach—tThe first 
floor of the north wing of St. 
Mary’s Hospital has been com- 
pleted, making 35 beds available. 
Pine Ridge Hospital has been 


closed and the patients transferred 


to the new St. Mary’s wing. 


linois 
Geneva—Community Hospital is 
completing work on an addition 
and remodeling program that is to 
add 47 beds to the hospital. Esti- 
mated cost: $650,000. 


Maryland 
Leonardtown—St. Mary’s Hos- 
pital is adding 70 beds to its facil- 
ities at a cost of $750,000. 


Michigan 
Wyandotte—Through an addi- 
tion and remodeling of the present 
structure, 180 beds are being added 
to Wyandotte General Hospital at 
a cost of $430,000. 


Mississippi 
Greenwood—tThe estimated cost 
for the addition of a fifth floor at 
Greenwood Leflore Hospital (add- 
ing 35 beds to the hospital), a 1- 
story ground floor extension to 
house an outpatient and diagnostic 
center, and a parking lot is $310,- 
000. 
Missouri 
St. Louis—A project costing an 
estimated $2,163,158 is being com- 
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pleted at Evangelical Deaconess 


Hospital. The present facilities are 
being remodeled and 160 beds are 
being added. 


Nebraska 


North Platte—The new 46-bed 
Memorial Hospital recently opened 


its doors to the public. The 3-story 
structure features air-conditioning 
and piped-in oxygen. The old hos- 
pital is to be converted into a 
home for the aged. 


New York 

New York City—Ground break- 
ing ceremonies have been held at 
the Beth Abraham Home for a 7- 
story wing to house chronically ill 
aged patients. Addition of the $3,- 
250,000 structure will raise the ca- 
pacity of the home from 319 to 530 
beds. There will be no more than 4 


_ persons assigned to a room on 6 of 


the floors; the seventh floor will be 
a private pavilion. Each floor will 
have a solarium. | 


North Carolina 
Lumberton—A 70-bed addition 
to Robeson County Memorial Hos- 
pital was recently completed. The 
$439,000 wing houses a new labor- 
atory, blood bank, drug room, and 
offices. 
North Dakota 
Oakes—Oakes Community Hos- 
pital, a 35-bed, 1-story structure 
costing $500,000, was recently ded- 
icated. The new hospital has a 


2-room pediatrics department, 2 


isolation units with isolation work- 
room, surgical suite including a 
major and minor operating room, 


million, 5-story structure houses 300 beds. Major General Dan C. Ogle spoke at the 
dedication ceremonies (HOSPITALS, Journal of the American Hospital Association, Oct. 16). 
The hospital has a neuropsychiatric unit, a service for the blind, an arthritis service, 
and a cold-injury treatment service. It is also the histopathology center for a 19-state 
area, and is 1 of 3 hospitals in the United States providing a consultation service in 
aviation medicine. The equipment installed in the hospital cost approximately $1 million. 


UNIVERSITY HOSPITAL, Los Angeles, Calif., has recently completed a $200,000 remodeling 


and expansion program. The new building program has doubled the hospital's capacity to 
50 beds and established new surgical facilities, a pediatrics department, and a new kitchen. 


HOSPITALS, J.A.H.A. 


NEW JERSEY 
: 
WRIGHT-PATTERSON Air Force Base Hospital, Ohio, was recently dedicated. The $6 
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and obstetrical suite. The hospital 
also contains a conference room, 
medical library, laundry, and root 
cellar for winter storage of vege- 
tables, Piped oxygen to all pa- 
tient rooms is available. 


Pennsylvania 


St. Mary’s—Contracts have been 
signed for the erection of a $1,820,- 
000 wing at Andrew Kaul Memo- 
rial Hospital. Additional beds, a 
new maternity department, and 
expanded x-ray and laboratory fa- 
cilities are among features to be 
added. 


Texas 


Cleburne—Johnson County Me- 


morial Hospital has opened a 36- 
bed addition. The $250,000 unit has 


6 private rooms reserved for chil-. 


dren 10 years of age and under. 
Ozona—Crockett County Hospi- 

tal recently held an open house. 

The $250,000 unit has 24 beds. 


Utah 


Provo—Utah Valley Latter-day 
Saints Hospital has broken ground 
for a $1,705,742 3-wing addition 
which will double the present hos- 
pital’s floor space. Bed capacity of 
the hospital will be increased from 
the present 114 to 160. The 2-story 
addition will house 6 operating 
rooms, a new and enlarged x-ray 
department, admitting offices, ad- 
ministrative offices, -emergency 
rooms, and outpatient department. 
One section of the original build- 
ing is being remodeled for an en- 
larged children’s section. New de- 
partments will include a central 
supply room and a pharmacy. 


Washington 


McCleary — The 24-bed Mark 
E. Reed Memorial Hospital has 
opened its doors to patients. 

Othello—A 16-bed hospital is 
being constructed by the Adams 
County Public Hospital District. 
Completion of the $340,000 unit is 
expected this summer. The hospi- 
tal is being built with future ex- 
pansion in mind. 


CURRENT LISTINGS OF 
NEW ASSOCIATION MEMBERS 


NEW INSTITUTIONAL MEMBERS 


ALABAMA 
Butler—Barber Memorial Hospital. 
CALIFORNIA 


Bakersfield—Greater Bakersfield Memorial - 


Hospital. 
Angeles—Santa Marta Maternity Hos- 
1 and Clinic. 
ReddingMemoria 
YORK 
Far Rockaway—Brooklyn Jewish Home for 
Convalescents I 
New York Hospital. 


AUGUST 16, 1957, VOL. 31 


OKLAHOMA 
Altus—4037th Air Force Hospital, Altus Air 
Force Base. 


EI_Campo—Wharton Nightingale 

os 

San Antonio—Southwest Texas Methodist 
Hospita 

Seagraves—Seagraves Clinic-Hospital. 

WASHINGTON 

Moses Lake—4456th Air Force Hospital, 

Larson Air Force Base. 


NADA 
Regina, Saskatchewan—Saskatchewan Hos- 
pital Association. 


NEW PERSONAL MEMBERS 
Abernethy, Kenneth Chester—adm. intern. 


Clermont, June A.—dir. of nrsg.—St. 
Luke's Hospital—Newburgh, N.Y. 

Davis, Hugh E.—fiscal off—Veterans Ad- 
ministration Hospital—Lexington, N.Y. 
Jennings, Ralph dmond—regstr. —6038th 

Air Force Hospital—San Francisco. 
Johnson, Rolin — asst. to supt.— 
Passavant Memorial Hospital—Chicago. 
Lewis, Comdr. William —chief—Armed 
Services Medical Regulating Office— 

Washington, D.C. 

McWilliams, Gordon B.—asst. dir.—Jeffer- 
Medical College Hospital—Phila- 
eip 

Parke, Florence G.—exec. hskpr.—Belle 
Glade (Fla.) Memorial Hospital. 

Poore, Raymond F.—bus. mgr. —Mercy Hos- 
pital—Miami, Fla. 

Randall, L. H. ‘Jr.—supt. of maint.—Shady- 
side Hospital—Pitts urgh. 


—Public Health Service Hospital—San 


Francisco. 


Allen, Homer E.—adm a Valley 


Clinic Hospital—Richlands, V 
Ballariny, Dr. 


—Toledo, Ohio. 


Humberto—prof. Ministry 
of Health—Rio de Janeiro, Brazil. 
Bond, Beverly—pers. dir.—Flower Hospital 


Roth, A. Ann—asst. a 
Hospital—Geneva, Ill. 


dm.—Community 


Rowan, John R.—asst. mgr.—Veterans Ad- 


Mich. 


Sharon (Pa.) General Hosp 


ministration Hospital—Iron Mou ntain, 


Sharp, James R.—dir. bldg. and saan 


Memo fo all: 
HOSPITAL ADMINISTRATORS, 
BUSINESS MANAGERS, 
PURCHASING AGENTS, 
SUPTS. OF NURSES, 
DIETITIANS, ETC. 


ust OFF 
PRESS! 
Revised an 


Enlarge 


ordering and effect addition- 


TOCK-A-LOG 


STANDARDIZES Purchasing, Stocking, Distribut- 
ing — CONTROLS Inventory — Makes REQUISI- 
TIONING Easier — SAVES Thousands of Dollars! 


Each STOCK-A-LOG comes in a hand- 
some, sturdy, 3-Ring Binder with 9 Index 
Separators and 260 pages for the major 
classifications of: Household Supplies — 
Medical Supplies — Stationery — Printed 
Forms — Wearing Apparel and Linens— 
Laboratory Supplies — Food Supplies — 
Chemicals — Purchasing System, with 
Complete Instructions for setting up the 
money-saving Stock-A-Log System for 
your Institution. Also a supply of Sample 
REQUISITION FORMS that simplify all 


PURCHASING SYSTEM 


Fhat Will 


SAVE THOUSANDS 
OF DOLLARS 


HOSPITALS 


AND INSTITUTIONS 


Every department needs this new, practical 
STOCK REQUISITION and PURCHASING SYS- 
TEM...5 years in preparation,..backed by the 
many years of experience of Murray Schnee, 
Purchasing Executive of Montefiore Hospital, 
New York City... FLEXIBLE, adaptable for your 
particular requirements! 


usually need 3 to 4 copies. Larger in- 
stitutions will require 4 to 10. 


ORDER YOUR SUPPLY NOW! 


PRICES — if you order a 
SINGLE COPY — $15.00 Trial Copy now 
each $12.50 we will refund 
8 to 11 COPIES — a a 
each $11.00 etween tne 
12 or more COPIES — price and the 
each $10.00 quantity price. 


al savings, (available in quan- 


SCIENTIFIC SUPPLY CORP., 


tity at special discounts from | Dept. HH, 808 Broadway, New York 

the Publisher. Prices furnished Please a me of STOCK-A-LOG. | 

on request, Check Enclosed Bill Us 

Analyze your departments j Institution 

now. The number of Stock-A- Address j 

Logs you will need depends | City ae | 

on the size of your hospital. | : 

Institutions up to 100 beds Ordered By j 
Title J 
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Tisman, Arthur M.—chief acct.—Mercy 
Hospital—Miami, Fla. 


HOSPITAL AUXILIARIES 


Hospital Volunteers—Oakland 

ali 

Holy Cross Hospital Women’s Auxiliary— 
Fort Lauderdale, Fla. 

Lewis County General Hospital Auxiliary 
—Lowville, N.Y. 

Women’s Auxiliary Fauquier Hospital Inc. 
—Warrenton, Va. 

St. Elizabeth Children Guild—Yakima, 
Wash. ¢ 


Personnel changes 


(Continued from page 84) 


administrative resident at the hos- 
pital. Mr. Miller is a graduate of 
the University of Chicago program 
in hospital administration. 


@ KENNETH S. PiIGGOoTT has been 
appointed administrator of Palo 
Verde Hospital, Blythe, Calif., suc- 
ceeding Roy A. BrYANT. 


TYOMAs J. REApDy, M.D., has been 
appointed manager of the Veterans 
Administration Hospital, Washing- 
ton, D. C. He was formerly direc- 
tor of professional services at the 
Veterans Administration Hospital, 
Providence, R. I. Dr. Ready suc- 
ceeds EpwIn J. ROSE, M.D., who 
retired. 


@ EDWARD RENSCH has been ap- 
pointed assistant administrator of 
Mercy Hospital, Toledo, Ohio. He 
is a graduate of the Washington 
University program in hospital ad- 
ministration. 


Bee 4 
a 
3 
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MR. RENSCH MR. SAPOLSKY 


@® JEROME R. SAPOLSKY has been 
appointed administrative assistant 
at Beth Israel Hospital, Boston. He 
has been an administrative resi- 
dent at. the hospital. 


@ CoL. ERNEST T. SHEEN, (Ret.), 
has been appointed administrator 
of Rolling Hill Hospital and Diag- 
nostic Center, Elkins Park, Pa. Col. 
Sheen is a graduate of the Medical 
College of Virginia program in 
hospital administration. 


@ SISTER MARY MARTINIANA has 


been appointed administrator of 
St. Mary’s Hospital, Brooklyn, N.Y., 
and treasurer of the corporation. 


- She succeeds the late SISTER MARY 


VALENTA. 


@ GILBERT P. TRACY has been ap- 
pointed administrative assistant at 


Milwaukee County Institutions. He 


was formerly administrative intern 
at University Hospital, lowa City 
and is a graduate of the State Uni- 
versity of lowa program in hospi- 
tal administration. 


@ DAVID SWAGGERTY has been ap- 
pointed administrator of Maumee 
Valley Hospital, Toledo, Ohio. He 
was formerly assistant administra- 
tor. Mr. Swaggerty succeeds ROB- 
ERT R. STEWART. 

ROLAND DUANE OLEN will suc- 
ceed Mr. Swaggerty as assistant 
administrator. Mr. Olen is a gradu- 
ate of the Catholic University of 
America program in hospital ad- 
ministration. 


MR. SWAGERTY MR. UNDERRINER 


@ THOMAS J. UNDERRINER has been 
appointed administrative assistant 
at Sacred Heart Hospital, Spokane, 
Wash. He was formerly adminis- 
trative resident at Providence Hos- 
pital, Seattle. 

Mr. Underriner is a graduate of 


the St. Louis University program 


in hospital administration. 


@ WILLIAM O. VOGEL has been ap- 


pointed administrative assistant at 


Milwaukee County Hospital. Mr. 
Vogel served his administrative in- 
ternship at University Hospital, 
Iowa City and St. Luke’s Meth- 
odist Hospital, Cedar Rapids, Iowa. 
He is a graduate of the State Uni- 
versity of Iowa program in hospi- 
tal administration. 


@ JAMES A. WARDEN has been ap- 
pointed administrator of Shenan- 
doah Hospital, Roanoke, Va. He 
succeeds JOHN C. BLANKENBECK- 


LER. Mr. Warden is a recent grad- 
uate of the Duke University | 


Hospital course in hospital admin- 
istration. 


@ W. EARL WILLIS has been ap- 
pointed assistant administrator of 
Roanoke (Va.) Memorial Hospital. 
He attended the course in hospital 
administration at the Medical Col- 
lege of Virginia and served his 
residency at Roanoke Memorial 
Hospital and Richmond Memorial 
Hospital. 


Hospital association meetings 
(Continued from page 6) 


Oregon Association of Hospitals — No- 
vember 4-5; Eugene (Eugene Hotel) 
Hospital Association of Rhode Island—— 
October 22; Providence (Sheraton- 
Biltmore Hotel) 

Saskatchewan Hospital Association — 
October 16-18; Regina (Saskatchewan 
Hotel) 

South Dakota Hospital Association — 
October 15-16; Sioux Falls (Sheraton 
Cataract Hotel) 

Vermont Hospital Association—October 
18; Pico Peak, Rutland (Long Trail 
Lodge) 

Virginia Hospital Association— November 
16-17; Roanoke (Hotel Roanoke) 
Washington Hospital Association — No- 

vember 6-7; Seattle (Olympic Hotel) 

Wyoming Hospital Association— October 

17-18; Casper (Memorial Hospital of 
County ) 


AHA INSTITUTES 


(THROUGH JANUARY 1958) 


Hospital Pharmacy—August | 9-23; Chi- 
cago (University of Chicago) 

“Staffing” (Nursing) Department Insti- 
tute —- September 23-26; New York 
City (Sheraton-McAlpin Hotel) 

Operating Room Administration — Octo- 
ber 7-10; Kansas City, Mo. (President 
Hotel) 

insurance for Hospitals—October 9-10; 
Hartford, Conn. (Statler Hotel) 

Methods Improvement Workshop—Octo- 
ber 14-18; Augusta, Ga. (Bon-Air 
Hotel) 

Medical Record Library Personnel—Octo- 
ber 21-23; Albuquerque, N. Mex. 
(Hilton Hotel) 

Evening and Night Nursing Service Ad- 
ministration Institute October 28- 
November 1; Riverside, Calif. (Mission 
Inn) 

Disaster Planning—October 30-Novem- 
ber 1; Jacksonville, Fla. (George 
Washington Hotel) 

Hospital Auxiliary Leadership—Novem- 
ber 4-5; Hartford, Conn. (Statler 
Hotel) 

Physical Therapy—November 4-8; Bos- 
ton (Somerset Hotel) 

Housekeeping — November 11-15; Tor- 
onto, Canada (King Edward Hotel) 
Nursing Service Administration—Novem- 
ber 11-15; Honolulu, Hawaii (Prin- 

cess Kaiulani) 

Medical Record Library Personnel -—— 
November 11-15; Boston (Sheraton- 
Plaza Hotel) 

Seventh Hospital Institute —-November 
18-22; Honolulu, Hawaii (Princess 
Kaiulani) 

Hospital Safety Seminar—November 1 8- 
22; Chicago (Congress Hotel) 

Pianning a Personnel Development Pro- 
gram — December 9-13; Chicago 
(Edgewater Beach Hotel) 


HOSPITALS, J.A.H.A. 
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PRO RE NATA 


JOHN H. HAYES 


As a layman I ask this question: 
Is a cancer actually “cured”; or is 
it not a fact that it is either re- 
moved or its growth halted by 
means of x-ray or radium? Cer- 
tainly the patient is relieved from 
his suffering thereby. 

It is said than an ounce of pre- 
vention is worth a pound of cure. 


It would be wonderful if someone . 


discovered a means of cancer pre- 
vention, as was done with polio. 
We don’t cure accidents. We try to 
prevent them. 

The Powassan (Ont.) News pub- 
lished the folowing announce- 
ment: “Julie amd Harry Yeates 
are happy to announce the safe 
arrival in the caesarean section of 
St. Joseph’s Hospital, North Bay, 
of twin girls.” 

Let’s see. That’s in the Matt 
Turnity Memorial Wing, isn’t it? 


2:8 

There is now a collegiate post- 
graduate course for hospital ad- 
ministrators. Those who are still 
called superintendents can now be- 
come super-superintendents. 

There are hospitals that have 
suggestion boxes for employees; 
and those who solicit suggestions 
from patients. 

Does any hospital have a sug- 
gestion box for visitors to patients? 
That might bring in criticisms 
which patients mention only to 
relatives’ and friends, but hesitate 
to tell to the hospital. Visitors can 
also tell you a lot about how well 
your people receive them .and help 
them. 

x * * 

EASUP’S FABLES: A hospital 
trustee named Rath said he could 
not understand why the hospital 
lost money. He said that people 
needed the hospital’s services more 
than they did his business product; 


' and he made money. 
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The administrator told him the 
reason: That people are always 
more ready to pay for things they 
want, whether needed or not; and 
nobody wanted to be sick. 

MORAL: A soft answer turers 
away Rath. | 

2: 
SNAKE HOLLOW HOSPITAL 


~ NOTES: We would probably not 
be as short of help if all the people 


who do not work here but attempt 
to “crash” the employees’ dining 
room at meal times, were on our 
payroll. 


By means of ideas received from 
employees in our suggestion box 
we have been able to make sev- 
eral improvements in our services. 
However, we do not think it ad- 


* visable to carry out such sugges- 


tions as ‘“‘Drop dead’”’, etc. 

The little boy who emptied the 
goldfish bowl in the lounge, used 
it as a space helmet and fell, was 
fortunate in being discharged with- 
out scars. We now have a new 
plastic bowl as well as a plastic 
surgeon. 


Increased hospital 
expansion expected 


Volume of Ketchum, Inc. hospital 
business reaches highest point 


in thirty-eight year history 


Hospitals are expanding in 1957. And forecasts predict 
continued expansion during the next ten years. An increas- 
ing number are calling upon professional fund-raising 
organizations for campaign direction. Today, Ketchum, 
Inc., is directing more hospital campaigns than at any other 
time in the firm’s thirty-eight year history —campaigns for 
large metropolitan as well as small community a 
In both areas these hos- Are 
pitals are experiencing 
For example, Ketchum, 
Inc. has just completed a 
$1,500,000 building fund 
campaign for the Braddock 
(Penna.) General Hospital. 
Hospital president 
Malcolm Goldsmith had this to say of the results: “You know 
the refreshing satisfaction it is to meet with campaign success, 
hence, you know how grateful we are for (Ketchum, Inc.’s) 
cooperation in helping attain the goal.” 
If your hospital is planning a fund-raising campaign, let 
us discuss your problems with you. There is nv obligation 
whatsoever. 


METCHUM, INC. 
ds Campaign Direction ¢ Public Relations 


SS 


= 


Ss 


S$ CHAMBER OF COMMERCE BUILDING 
PITTSBURGH 19, PA. 


500 FIFTH AVENUE, NEW YORK 36, NEW YORK 
JOHNSTON BUILDING, CHARLOTTE 2, NORTH CAROLINA 


f 
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Classifications: Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction; 3— Wanted; 4 — For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7 Miscellaneous. 


Transient Rate: Twenty-five cents 


a word; minimum charge $3.50 per 


insertion. 


Contract Rate: Six-point body 
lines, 13 pica columns, $1.15 per 
line; eight-point display lines $1.40 
per line. Five per cent discount for 
six-insertion contracts with no 
change of copy. 


INSTRUCTION 


MEDICAL LABORATORY TECHNICIANS 
and X-RAY TECHNICIANS graduates of 
our school are trained in theory and tech- 
niques and can assume full laboratory 
duties. We offer an internship program 
that has helped many hospitals to obtain 
competent technicians at reasonable wages. 
In September we will graduate 110 tech- 
nicians. Carnegie Institute, Inc., 4707 Euclid, 
Cleveland and 65 Anderson Street, Boston. 


SERVICES 


DISASTER PLANNING consulting service 
to aid your industry or institution to pre- 
pare plans of action in case of fire, flood, 
natural disaster or civil defense situations, 
Timothy G. Stillman, P.O. Box 54B, Corn- 
wall-on-Hudson, New York. 


POSITIONS OPEN 


ADMINISTRATOR IN NURSING—Master’s 
degree—Experienced in Nursing Education 
and Nursing Service, 300 bed Hospital 
School of ursing, salary 
Address HOSPITAL 

ox 


DIETITIAN, ADA; Salary—$360-460, 210 
bed, Hospital State Retirement benefits, 
sick leave and paid vacation. For further 
information contact Administrator E. A. 
Conway Memorial Hospital, Monroe, La. 


LIBRARIAN, MEDICAL RECORDS—Reg- 
istered or eligible for registration to head 
department at 250 bed fully accredited 
teaching hospital. Salary open, excellent 
holiday, vacation, sick leave benefits. Con- 
tact James B. Moore, Assistant Adminis- 
as le Passaic General Hospital, Passaic, 


DIRECTOR — NURSING SERVICE AND 
EDUCATION: 300 bed general hospital, 
with 150-student school of nursing, and 
expansion program in ees. needs Di- 
rector of Nursing to be responsible for 
Nursing Service and School. of Nursing. 
Applicants should be in excellent health, 

tween approximate ages of 35-45 and 
of Protestant faith. Liberal salary range 
and employee bénefits. Excellent working 
conditions in one of Midwest’s foremost 
institutions, centrally located in city and 
convenient to outstanding residential and 
shopping facilities. Contact, Personnel Di- 
rector, Milwaukee Hospital, 2200 West 
Kilbourn Avenue, Milwaukee 3, Wisconsin. 


LABORATORY TECHNICIAN—Small Ohio 
Hospital Board not required. Salary open. 
— overtime. Write HOSPITALS, Box 
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HOSPITAL HOUSEKEEPING SUPERVI- 
SOR: Salary $5237 to $5957 per year. This 
is a new executive housekeeping position 
in a 450 bed & eneral hospital located 17 
miles from owntown etroit. Duties 
will include internal administration of 
the housekeeping department and super- 
vision of cleaning and decorating in the 
hospital. Experience on a_ responsible 
level in the housekeeping de- 
partment of a new ll hospital or hotel is 
required. For furt information write 
to Dr. Douglas McDowell, Wayne County 
General Hospital and Infirmary, Eloise, 
Michigan. 


DIRECTOR OF NURSING SERVICE: 1m- 
mediate open. Salary $7000 to $7500 per 
year. Must be degree graduate with ad- 
ministrative experience. No school of nurs- 
ing. Liberal personnel policies in modern 
hospital in the Detroit vicinity. Contact 
Personnel Director, Pontiac General Hos- 
pital, Pontiac, Michigan. 


LIBRARIAN, MEDICAL RECORD—Regis- 
tered. To assume charge of record room. 
135 bed general hospital, 40 hours—salary 
apen. Contact Miss G. A. Cooper, Woman’s 
Hospital, Cleveland, Ohio. 


CONTROLLER: CPA or comparable ac- 
counting background with management 
experience. General non-profit hospital. 
Pacific N.W. State education and experi- 
ence. Address HOSPITALS, Box H-75 


DIRECTOR OF NURSES: 132 bed JCAH 
approved general hospital and school of 
nursing. New school and dormitory facility 
is in planning stage. Hospital was new in 


1953. Bachelor’s degree required, master's 
desirable. Salary commensurate with de-. 
and experience. Excellent personnel 


policies, social security and retirement 

program. Attractive college town of 24,000 

population. Apply Administrator, Passa- 

vent Memorial Area Hospital, Jacksonville, 
inois. 


Have immediate opening for 2 ANES- 
THETISTS. Good salary. 210-bed hospital. 
Good personnel policies. City of over 60,000. 
Write or call collect. Personnel Office 
Sioux Valley Hospital, Sioux Falls, South 
Dakota. 


MEDICAL TECHNOLOGIST (A.S.C.P.) to 

direct technicians in active general hos- 

pital expanding to 75 beds. wo other 

technicians already employed. eply stat- 

ing salary required. Immediate opening. 

— Memorial Hospital, Youngstown 3, 
io 


MARY A. JOHNSON ASSOCIATES 
AGENCY 


11 West 42 Street — New York 36, N.Y. 


Mary A. Johnson, Ph.D., Director 
FINE SCREENING BRINGS BEST RESULTS 


Our careful study of positions and appli- 
cants produces maximum efficiency in 
selection. Candidates know that their 
credentials are carefully evaluated to in- 
dividual situations, and only those who 
qualify are recommended. Our proven 
method shields both employer and appli- 
cant from needless interviews. We do not 
advertise specific available positions. Since 
it is our policy to make every effort to 
select the best candidate for the position 
and the best job for the candidates, we 
paoees to keep our listings strictly con- 
dential. 

We do have many interesting openings 
for Administrators, Physicians, Anesthe- 
tists, Directors of Nurses, Dietitians, Medi- 
cal Technicians, Therapists and other 
supervisory personnel. 


No registration fee 


ALFRED E. RILEY 
MEDICAL EMPLOYMENT SERVICE 


59 East Madison Street, Chicago, Illinois 
ANdover 3-5663 


Alfred E. Riley, R.N., MSHA, Director 


An organization offering personal and in- 
dividualized employment counseling and 
placement service. 

Conscientious and discriminating attention 
is given to al] individuals and hospitals 


-served by our organization. You can nego- 


tiate confidentially with confidence. 


Positions are available on all levels from 
beginners to executives for: 

Physicians, Administrators, Executive Hos- 
pital Personnel, Medical Record Librarians, 
Laboratory and X- Ray Technicians, An- 
esthetists, Dietitians, Nurses: Directors, 
Instructors, Supervisors, Head, and Staff. 
Write us today regarding these interesting 
positions. Our negotiations are ethical and 
confidential. 


THE MEDICAL BUREAU 
M. Burneice Larson—Director 
900 North Michigan Ave. 
Chicago 11, Illinois 


To physicians, hospital administrators, 
nursing executives and others in the hes- 
pital and medical fields confronted with 
the delicate but important problem of re- 
locating, the physician in need of an asso- 
ciate, or the institution reorganizing or 
augmenting its staff. Burneice Larson of- 

fers the services of The Medical Bureau. 

All negotiations strictly confidential. Op- 
ortunities in all parts of America, includ- 
ing countries outside continental United 
States. Please note our of 

portunities in the first issue of each month 
of — Write us please for further 
details 


OUR 61st YEAR 


WooDWARD 


orsonnodl Bu 


FORMERLY AZNOES 
3rd flcoretes AVE. 


Telephone. RAndolph 6-5682 


ADMINISTRATORS: (a) Medical; pref 
oa gen JCAH hosp 200 beds; to. 


. $20,000; W coast. (b) edical; 550 bd 


JCAH vol gen hosp; foremost tch’g hos 
in area; lge city;. Middle Atlantic. (c 
130 bed, JCAH, gen vol hosp now ex- 
pnd’g; young, MHA or older w/gd exper 
pub rel & some acctn’g; work under exp’d 
adm, FACHA; attrac summer, winter resort 
twn 10,000; Mich; $6500. 


ASSOCIATE ACCOUNTANT: promote uni- 
form accnt’g procedures, lge hosp organ; 
$7500- $10,000; req’s strong leadership, good 
hosp accnt’g exper. 


HOSPITAL PERSONNEL BUREAU : 


220 E. Lexington St. Baltimore 2, Md. 
No registration fee. LExington 9-5029 
C. J. Cotter Associates R. J. E. Guild 


NATION-WIDE PLACEMENT SERVICE 


Openings for Physicians, Administrators, 
Anesthetists, Dietitians, Director of Nurs- 
ing, Instructors and all RN Categories; 
Lab. and X-ray Technicians, Phys. Thera- 
ists, Social orkers, Pharmacists, Exect. 
ousekeepers, Comptrollers and all hospi- 
tal categories. 


Licensed Employment Agent 


HOSPITALS, J.A.H.A. 
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DIRECTOR OF NURSING SERVICE: 31 
bed hospital expanding to 62 beds within 
year. Liberal personnel policies, salary 
commensurate with responsibilities. Send 
resume of training and experience to Ad- 
ministrator, Cameron Hospital, Bryan, 
Ohio. 


OPERATING ROOM SUPERVISOR: for 65 
bed JCAH fully approved hospital, also 
some teaching in collegiate nursing pro- 
gram. Desire a mature person who is in- 
terested in settling in a small college com- 
munity. Contact Administrator, Berea 
College Hospital, Inc., Berea, Ky. 


ANESTHETIST-NURSE. For 250 bed gen- 
eral hospital. Excellent working conditions 
and personnel policies. Good starting sal- 
ary. Write: Mr. Bert Stajich, Assistant 
Administrator, Columbia Hospital, 3321 N. 
Maryland Avenue, Milwaukee 11, Wiscon- 
sin. 


DIETITIAN, Therapeutic, A.D.A. member, 
to supervise tray service, dietary person-. 
nel and counsel patients. No teaching re- 
quired. Hospital recently expanded to 450 
beds, located in desirable residential dis- 
trict. Approved by Joint Commission. 
Dietary facilities, entirely new and air- 
conditioned. Dietetic program integrated 
with approved School of Nursing, affiliated 
with Medical Research Institute. 40 hour 
week, broad personnel policies and bene- 
fits. Salary open. Apply Miss Rosemary E. 
Brown, Director of Dietetics, The Toledo 
Hospital, Toledo 6, Ohio, or call Greenwood 
2-1121, collect. 


ANESTHETISTS, NURSE—260 bed Gen- 
eral Hospital. Two Anesthesiologists, 
twelve nurse anesthetists. All types sur- 
gery and Gyn work. Accredited School 
of Anesthesia for Nurses offers opportu- 
nity for clinical teaching, plus lecture 
experience if desired. 40 hour week in- 
cludes call; call every fourth weekend; night 
anesthetist employed; overtime paid after 
80 hours two weeks. Starting salary $400.00 
mo., merit increases after Ist, 2nd, 3rd, 
5th, 10th years. Three weeks’ vacation 
after lst and 2nd years, four weeks there- 
after. Other fringe benefits. Can accom- 
modate to, afternoon hours if applicant 
wishes to attend Univ. to obtain degree. 
Contact H. Miller, Personnel Director, 
Northwestern Hospital, Minneapolis 7, 
Minnesota. 


MANAGER; Clinical Laboratory, JCAH 
approved Michigan hospital. Laboratory 
State approved. 75,000 examinations annu- 
ally. To work with full time Pathologist 
in directing technical staff, expediting 
and training. Important position with 
commensurate renumeration. Address 
HOSPITALS, Box H-76. 


PEDIATRIC TEACHING SUPERVISOR: 
Degree and pediatric experience required. 
25 bed general hospital, 50 bed capacity 
in pediatric division. Administrative and 
teaching responsibilities. Salary commen- 
surate with qualifications and experience. 
Apply Director of Nursing, Queen’s Hos- 
pital, Honolulu, T.H. 


REGISTERED NURSES—for staff duty in 

located in industrial city (500,000 popula- 

tion.) Liberal ——— policies; 40-hour 

week. For further information please ap- 

ply to Director of Nursing, Miami Valley 
ospital, Dayton 9, Ohio. 


POSITIONS WANTED 


ASSISTANT ADMINISTRATORSHIP in 
ae hospital, 10 es experience in field, 
M.H.A., NACHA. Experience in equipping 
and staffing new hospital. Prefer middle 
west. Address HOSPITALS, Box H-77. 
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any height . »..any spring position 
at the touch of a button... 


by either patient or nurse 


with the all-electric “*PUSH-BUTTON”" Hilow Bed 


by 


@ This new Hill-Rom Hilow Bed is designed so that operation of the hilow 
feature and adjustment of the backrest and knee rest may be handled by 
either patient or nurse. Push button controls for patient use are located on 
the patient’s right—in the seat section of the spring. For the patient who 
must remain in a certain prescribed position, the bed may be placed in that 
position and the patient control switches then rendered inoperative. All 
switches are mechanically interlocked—no two push buttons can be operated 
at the same time. 


Maximum convenience for 
the nurse, maximum comfort 
and safety for the patient 


This modern, safe and efficient hilow bed can 
be maintained at the “low’’ position at all 
times to insure maximum safety. Much time 
will be saved the nurse by elimination of 
unnecessary trips to the patient room or unit. 
The patient has access to head and knee rest 
and does not need the nurse for routine ad- 
justment of the spring. 

Head end and foot end panels, designed by 
Raymond Loewy, add to the appearance and 
function of the bed. For complete informa- 
‘tion on this or any of the three other Hill- 
Rom Hilow Beds, write for Procedure Man- 
ual No. 3. 


Now ready -.. Procedure Manual No. 3—“‘Hilow Beds" 
by Alice L. Price, R.N., M.A., Nurse Consultant for Hill-Rom, and author of 
three leading textbooks on nursing, also P.M. No. 1, “Safety Sides—A New 
Safety Measure” and P.M. No. 2, “The Recovery Bed, Labor Bed, Special 
Therapy Bed.” Copies of any of these manuals for student nurses and 
graduate nurse staff will be sent on request. Address: Miss Alice L. Price, 
Hill-Rom Co., Inc., Batesville, Indiana. 


Se 
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For a Handy Purchasing Reference 


see the 


GUIDE FOR 
HOSPITAL BUYERS 


on the Goldenrod pages 
Part Il of August 1 issue 
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18 E. Division Street, Chicago 10, Illinois 


HOSPITALS, J.AH.A. 
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POTASSIUM CHLORIDE 
SOLUTION 


3 grams 


unique 
one-step additive vial 


saves time, labor and 


money in your hospital 


NO AMPULES...NO NEEDLES 
-»- - NO SYRINGES | 

Simply remove ear cover of INCERT 

and push sterile plug-in through large hole in 


stopper of solution bottle. It’s that easy... 
and a completely closed, sterile system. 


EXCLUSIVE HOSPITAL-USE FEATURES 


-CONSERVES TIME — Instantaneous automatic sup- 
plementation of bulk parenteral solutions. 


~COMPLETELY STERILE—Closed system, from prepa- 
ration to administration. 


ECONOMICAL—Cuts labor and expense by eliminating 
ampules, needles and syringes. 


SIMPLE TO USE—A foolproof system that eases the 
hospital care load. | 


INCERT SYSTEM is an original develop- 
ment of Travenol/ Laboratories, Inc. Complete 
literature and samples on request. 


NOW AVAILABLE 
IN INCERT SYSTEM 
FOR ADDITION TO 
PARENTERAL SOLUTIONS 


VI-CERT — 
Lyophilized B vitamins with C. 


SUCCINYLCHOLINE CHLORIDE SO- 
LUTION —for skeletal muscle relaxa- 
tion, 500 mg. in 5cc. sterile solution; 
1000 mg. in 10 cc. sterile solution. 


POTASSIUM CHLORIDE SOLUTION— 


20 mEg. K* and Cl- (1.5 gm.) in 10 
cc. sterile solution. 40 mEg. K* and 
Cl- (3.0 gm.) in 10 cc. sterile solution. 


POTASSIUM PHOSPHATE SOLUTION 
—30 mEg. K* and HPO,= in 10 cc. 
sterile solution. 


CALCIUM LEVULINATE SOLUTION— 
10% solution, 1.0 gm. (6.5 mEg. of 
calcium in 10 cc. sterile solution) 


TRAVENOL LABORATORIES, INC. 


Pharmaceutical Products Division of BAXTER LABORATORIES, INC. 


MORTON GROVE, ILLINOIS 
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University 4icroftins 
313 North First Street 
Ann Arbor, Mich. 


SENSITIVITY OF 100 STRAINS OF HEMOLYTIC STAPHYLOCOCCUS AUREUS 


y 


*This graph is adapted from Kempe, C. H.: California Med. 84:242, 1956. The single 
bar designated as “Antibiotics F” represents three widely used, chemically related agents 
grouped together by the investigator. Strains isolated January-June, 1954, 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is a potent therapeutic 
agent and, because certain blood dyscrasias have been associated with its 
administration, it should not be used indiscriminately or for minor infec- 
tions. Furthermore, as with certain other drugs, adequate blood studies. 
should be made when the patient requires prolonged or intermittent therapy. 


PARKE, DAVIS & COMPANY - DETROIT 32, MICHIGAN - |P)- 
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